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INCREASED KNOWLEDGE of the normal functioning 
of the adrenal gland has assisted in the recognition 
of abnormal conditions which attend diseases of the 
gland; and, with better understanding of the action 
of the cortical hormones, substitution therapy has 
been so greatly improved that possible indications 
for total excision of the gland are, at present, under 
investigation. 

Both anatomically and physiologically the adrenal 
gland is two organs combined into one. Both are 
functionally related to the defense of the body 
against stress. A numbk&r of years ago, Cannon em- 
phasized the importance of the physiologic effects 
of the. adrenal medullary \hormone, epinephrine, to 
the immediate reaction of the body to stress. Among 
the effects he mentioned were elevation of the blood 
pressure, vasoconstriction, \and tachycardia. More 
recently, Selye and others elucidated the important 
role of cortical hormones iy the alarm reaction. 

A further interrelation gf these two components 
of the adrenal gland in jKe alarm reaction is dem- 
onstrated by the fa¢t that hyperactivity of the 
medulla and the resylting increased production of 
epinephrine stimulayes hypothalamic centers and the 
hypophysis to elaborate adrenocorticotropic hor- 
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¢ Various conditions of the adrenal gland are 
amenable to surgical treatment. Removal of a 
pheochromocytoma is almost always indicated 
when the tumor is diagnosed. The results of ex- 
tirpation have been excellent in cases in which 
patients were operated upon before the onset 
of chronic hypertension. Removal of the "nerve 
cell" tumors of the adrenal is indicated if me- 
tastasis cannot be demonstrated. 

Hypofunction of the adrenal cortex may be 
partially alleviated by the repeated implanta- 
tion of pellets of desoxycorticosterone acetate. 
Hyperfunction of the adrenal cortex causes a 
variety of clinical manifestations depending 
upon which of the numerous hormones are af- 
fected. Removal of a cortical tumor alleviates 
these symptoms. These tumors are malignant in 
more than 50 per cent of cases, and recurrence 
is frequent. Bilateral hyperplasia of the glands 
rather than a tumor may be present. In such 
circumstances, resection of 95 per cent of the 
adrenal tissue is effective in controlling the 
symptoms of the disease. 

Total bilateral excision of the adrenals is, at 
present, under investigation as a means of 
treatment for a variety of conditions. 


mone and to maintain hyperactivity of the adrenal 
cortex. 


At present, removal of tumors of the adrenal me- 


dulla is the only well recognized indication for op- 
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eration on this portion of the gland. The kind of 
tumor that most often originates at that site is pheo- 
chromocytoma. Although such tumors may arise 
from chromaffin tissue in a number of sites, most 
frequently they start in the adrenal gland. 

Richards and Hatch?° found that in approximately 
10 per cent of the reported cases of pheochromo- 
cytoma, the tumor was outside the adrenal gland. 
Fifty-five per cent of the extra-adrenal tumors were 
in the region of the organ of Zuckerkandl at the base 
of the inferior mesenteric artery, 15 per cent near 
the hilum of the kidney, 10 per cent were para- 
aortic and were in the region of the pancreas and 
superior mesenteric artery, and 20 per cent were 
inside the thorax in association with the sympathetic 
ganglia there. Multiple tumors were reported in 
approximately 10 per cent of all cases. 

According to Graham,* pheochromocytomas were 
noted in 0.4 per cent of 1,700 patients undergoing 
thoracolumbar sympathectomy for hypertension. 
These tumors seem to occur with equal frequency in 
the two sexes, and any age group may be affected. 
However, few cases have been reported in patients 
over 60. Symptoms are known to have started in one 
patient at the age of seven years. Coulston® and 
Calkins’ noted the occurrence of these tumors in 
more than one member of the same family. 

The tumors are reddish brown, have a fibrous 
capsule, and are richly supplied with blood vessels. 
Pronounced enlargement of the adrenal vessels to 
the involved gland is usually present. Additional 
blood vessels may enter the tumor through any area 
of the capsule. Microscopically the tissue of the 
tumor resembles that of the adrenal medulla. It con- 
sists of groups of irregularly shaped cells connected 
by vascular channels. The cells vary greatly in size 
and shape, and multiple nuclei and vacuolization of 
the cytoplasm are common. Mitotic figures are not 
numerous. The chromaffin reaction is positive, but 
the intensity of the reaction varies from tumor to 
tumor. Malignant pheochromocytomas are _ infre- 
quent. The tumor grows slowly, neither invading 
surrounding structures nor metastasizing. 

The clinical symptoms associated with these tu- 
mors result from an increase in circulating epine- 
phrine and norephinephrine in the blood stream and 
typically appear in discrete attacks. Paroxysmal 
hypertension with associated tachycardia, sweating, 
blanching, and other vasomotor phenomena, head- 
aches, general nervousness, and occasionally pulmo- 
nary edema are the most characteristic symptoms. 
Hypermetabolism due to thyroid disease may be 
suspected. The hypertension may become chronic 
and in such cases differentiation from “essential 
hypertension” may be difficult. The induction of a 
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Figure 1.— Aortogram demonstrating pheochromocy- 
toma in the right suprarenal area. (The authors wish to 
express appreciation to Dr. Willard E. Goodwin and Dr. 
Elmer Belt for this illustration.) 


typical paroxysm by the intravenous injection of 
0.05 mg. histamine base”! is probably the most spe- 
cific diagnostic test. In the presence of chronically 
elevated blood pressure, however, the use of adreno- 
lytic drugs such as benzodioxane® and Regitine®™ 
has been reported valuable. All these tests are poten- 
tially dangerous; few undesirable reactions have 
been encountered with Regitine, however. In the 
presence of fluctuating hypertension several adreno- 
lytic tests should be performed for accuracy of 
diagnosis. 

When such a tumor is suspected, special x-ray 
techniques may be useful in localization. A plain 
film of the abdomen may demonstrate a mass or cal- 
cification in the tumor. Intravenous pyelograms may 
indicate displacement of a kidney or ureter. A mass 
not revealed by other techniques may be outlined 
by the retroperitoneal injection of oxygen. Vascular 
tumors may be demonstrated by the injection of 
radiopaque solution into the aorta proximal to the 
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Figure 2.—Exposure of the adrenal area through the transverse upper abdominal incision. Left, a tumor in the right 


suprarenal gland. Right, a tumor in the left suprarenal gland. 


origin of the renal vessels. Simultaneous retroperi- 
toneal oxygen injection and aortography have been 
infrequently used but are of value (Figure 1). 


Graham’ collected reports of 72 untreated patients 
who died with pheochromocytoma and noted that 
19 died of cerebral vascular accidents, 15 of cardiac 
failure, and 9 of “an attack.” The remaining 29 
died of miscellaneous or unknown causes, but 20 
of the miscellaneous causes appeared to have some 
relation to the tumor. 


Surgical removal of the tumor is the only effective 
method of treatment. Following extirpation of tu- 
mors in cases of chronic hypertension, lowering of 
blood pressure may be less dramatic than it is in 
other cases because of secondary renal and vascular 
changes. Prior to operation general supportive meas- 
ures are indicated. Paroxysms are controlled with 
benzodioxane, dibenamine, Priscoline,® or Regi- 
tine.®"1 > Digitalization may be indicated. 

The anesthesia of choice is probably Pentothal® 
induction and endotracheal ether, and utmost care 
should be given to maintaining adequate oxygena- 
tion.®»1 A lumbar incision of the type usually em- 
ployed for exploration of the kidney has been used 
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by the majority of surgeons. However, a long trans- 
verse upper abdominal incision permits inspection 
of both adrenal glands and other common intra- 
abdominal sites where tumors may occur.!* (See 
Figures 2 and 3.) This approach permits ligation of 
the main vascular pedicle before manipulation of the 
tumor. Benzodioxane and Regitine® should be im- 
mediately available for injection during the oper- 
ative procedure if pronounced elevation of the blood 
pressure occurs. Injection of norepinephrine or Neo- 
synephrine® is usually indicated for treatment of 
hypotension following removal of the tumor. Sup- 
portive adrenal cortical therapy may be indicated 
for two or three days following operation.® » 4 

The operative mortality rate associated with the 
removal of suspected pheochromocytoma is still be- 
tween 10 and 20 per cent. A mortality rate of 50 
per cent attends operations when the presence of 
such a tumor is not suspected preoperatively. A 
permanent cure or pronounced alleviation of hyper- 
tension is the usual result.2° The possible presence 
of multiple tumors should be strongly suspected 
when extirpation of a single tumor does not relieve 
hypertensive paroxysms. 
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Figure 3.—Exposure of the inferior aorta and aortic bifurcation through the transverse upper abdominal incision. 


The nerve cell tumors neuroblastoma and ganglio- 
neuroma occur most frequently in the adrenal glands 
or in the ganglia of the sympathetic chain. They are 
among the most frequently occurring abdominal 
neoplasms of infancy and childhood. Unfortunately 
attention usually is not directed to these nonfunc- 
tioning tumors until after they have reached suffi- 
cient size to be readily palpable or visible or metas- 
tases have developed, and although the grade of 
malignancy varies considerably, the prognosis is 
very poor. 

Excision of the adrenal medulla for peripheral 
vascular disease with gangrene has been proposed 
by European surgeons,'” ? 1516 4 who have re- 
ported that results are good in approximately 50 per 
cent of patients. The authors’ experience with the 
procedure has been meager and unfavorable. 


THE ADRENAL CORTEX 


Adrenocortical insufficiency may be either acute 
or chronic. In the chronic cases, the subcutaneous 
implantation of pellets of desoxycorticosterone ace- 
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tate is usually indicated in addition to the oral 
administration of cortisone. 

Hyperfunction of the adrenal cortex may result 
from a tumor or from generalized hyperplasia with- 
out a tumor. This condition may occur at any age 
but it is most common in childhood or in persons 
under 40 years of age. Females are more frequently 
affected than males. Multiple clinical symptoms based 
on hypersecretion of some combination of the 27 or 
more known cortical hormones may be present. 

Commonly observed are cases in which the mani- 
festations are adrenogenital, predominantly andro- 
genic, with or without disturbance in production of 
cortisone-like substances. Characteristic changes in- 
clude hirsutism, masculine distribution of hair and 
enlargement of the larynx, masculinization with 
hypertrophy of the clitoris or penis, increased so- 
matic growth without the “buffalo hump,” a positive 
nitrogen balance, and increased excretion of 17- 
ketosteroids. Diabetes is absent and hypertension 
may or may not be present. 


Cushing’s syndrome is characterized by hyperten- 
sion, plethora, retention of the sodium and chloride 
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ions, osteoporosis, muscle weakness, negative nitro- 
gen and potassium balance, and cutaneous atrophy 
with the presence of striae. There is an odd distribu- 
tion of fat with the characteristic “buffalo hump” 
and “moon face.” Diabetes which is frequently pres- 
ent responds poorly to insulin. Excretion of 11-oxy- 
corticosteroids is increased and is considered a reflec- 
tion of the presumed increase in production of corti- 
coid hormones. Excretion of 17-ketosteroids may be 
either unchanged or very slightly increased. Essen- 
tially no masculinization is present, and the clitoris 
and larynx are of normal size. 

Various combinations of these two types of syn- 
dromes occur frequently. 


Feminization syndromes in the male are very un- 
common. Non-secretory adenomas or carcinomas 
may occur and are usually recognized only after 
they have become large. 

In the differential diagnosis it should be borne in 
mind that the clinical features of Cushing’s syn- 
drome may be produced by the administration of 
cortisone and corticotropin (ACTH). Similar phe- 
nomena, usually mild, may be produced by large 
doses of salicylates, apparently through stimulation 
of the hypothalamic nuclei. Mild clinical signs of 
Cushing’s syndrome are also rarely associated with 
the presence of a pheochromocytoma or of a tumor 
of the thymus. Functional tumors of the adreno- 
genital ridge which arise from cells having the same 
origin as adrenal cortical cells may produce a clin- 
ical picture identical with that of a cortical tumor. 
These tumors frequently occur in the ovary, but 
they may lie elsewhere. Heinbecker!? associated 
atrophy or inhibition of the supraoptic or para- 
ventricular nuclei of the hypothalamus with gen- 
eralized adrenal hypertrophy as an etiological fac- 
tor in cases in which no neoplasm is present. 

If there is no palpable mass, techniques for locali- 
zation of cortical tumors are the same as those 
discussed for pheochromocytomas. 

The patients, particularly those with a predom- 
inating Cushing’s syndrome, are poor operative 
risks, and careful preoperative preparation is indi- 
cated. Shock or any alarm stimulus is poorly toler- 
ated. The tissues are depleted of nitrogen, and heal- 
ing proceeds slowly. Postoperative wound infection 
is common. 

Intravenous administration of sodium chloride 
and glucose, increased oral potassium intake, the 
administration of testosterone, and a high protein, 
high carbohydrate, high caloric diet are essential in 
the preparation of the patients. Priestley'? recom- 
mended the injection of 40 cc. of adrenal cortical 
extract the evening before operation and immedi- 
ately before operation in an attempt to avoid the 
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collapse which frequently follows adrenal extir- 
pation. 


A long transverse upper abdominal incision per- 
mits inspection of both adrenals. A tumor on either 
side may be removed through this approach. As the 
incidence of malignant change in these tumors is 
roughly 50 per cent,** the entire ipsilateral gland 
should be removed when any tumor is present. 


If bilateral hyperplasia rather than a tumor is 
found, recommendations as to treatment vary. Priest- 
ley,!® who uses a bilateral posterior approach, rec- 
ommended the following plan of treatment. If the 
first gland exposed is atrophic, the incision is closed 
and the opposite side explored for a tumor. How- 
ever, if the gland on the first side is normal or hyper- 
plastic, 90 per cent of it is resected. If a tumor is 
found on the side explored last, it is removed. If not, 
the entire gland is removed and the remaining 10 
per cent of the contralateral gland is relied upon to 
provide adequate adrenal function. 


Endocrine changes caused by benign tumors should 
be completely alleviated by this procedure. Pack and 
Livingstone'® reported a survival rate of only 2 per 
cent ten years after treatment of adrenal carcinoma. 
In the presence of hyperplasia, Priestley’? reported 
six deaths in 29 cases, good results in 19. Of the 19, 
three had some recurrence of the previous condition, 
and three had some degree of cortical insufficiency. 


Other conditions for which the use of bilateral 
adrenalectomy is, at present, under investigation in- 
clude carcinoma of the prostate,!* hypertension,’ ** 
and malignant melanoma.* The results of adrenalec- 
tomy in such conditions are still in question. The 
problem of long-term substitution therapy must be 
considered in evaluating the results of any total 
adrenalectomy, and such procedures should be con- 
sidered only when facilities are available for com- 
plete study and care both before and after operation. 
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Figure 3.—Exposure of the inferior aorta and aortic bifurcation through the transverse upper abdominal incision. 


The nerve cell tumors neuroblastoma and ganglio- 
neuroma occur most frequently in the adrenal glands 
or in the ganglia of the sympathetic chain. They are 
among the most frequently occurring abdominal 
neoplasms of infancy and childhood. Unfortunately 
attention usually is not directed to these nonfunc- 
tioning tumors until after they have reached suffi- 
cient size to be readily palpable or visible or metas- 
tases have developed, and although the grade of 
malignancy varies considerably, the prognosis is 
very poor. 

Excision of the adrenal medulla for peripheral 
vascular disease with gangrene has been proposed 
by European surgeons,'* ? 15.164 who have re- 
ported that results are good in approximately 50 per 
cent of patients. The authors’ experience with the 
procedure has been meager and unfavorable. 
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Adrenocortical insufficiency may be either acute 
or chronic. In the chronic cases, the subcutaneous 
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tate is usually indicated in addition to the oral 
administration of cortisone. 

Hyperfunction of the adrenal cortex may result 
from a tumor or from generalized hyperplasia with- 
out a tumor. This condition may occur at any age 
but it is most common in childhood or in persons 
under 40 years of age. Females are more frequently 
affected than males. Multiple clinical symptoms based 
on hypersecretion of some combination of the 27 or 
more known cortical hormones may be present. 

Commonly observed are cases in which the mani- 
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genic, with or without disturbance in production of 
cortisone-like substances. Characteristic changes in- 
clude hirsutism, masculine distribution of hair and 
enlargement of the larynx, masculinization with 
hypertrophy of the clitoris or penis, increased so- 
matic growth without the “buffalo hump,” a positive 
nitrogen balance, and increased excretion of 17- 
ketosteroids. Diabetes is absent and hypertension 
may or may not be present. 
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ions, osteoporosis, muscle weakness, negative nitro- 
gen and potassium balance, and cutaneous atrophy 
with the presence of striae. There is an odd distribu- 
tion of fat with the characteristic “buffalo hump” 
and “moon face.” Diabetes which is frequently pres- 
ent responds poorly to insulin. Excretion of 11-oxy- 
corticosteroids is increased and is considered a reflec- 
tion of the presumed increase in production of corti- 
coid hormones. Excretion of 17-ketosteroids may be 
either unchanged or very slightly increased. Essen- 
tially no masculinization is present, and the clitoris 
and larynx are of normal size. 


Various combinations of these two types of syn- 
dromes occur frequently. 

Feminization syndromes in the male are very un- 
common. Non-secretory adenomas or carcinomas 
may occur and are usually recognized only after 
they have become large. 

In the differential diagnosis it should be borne in 
mind that the clinical features of Cushing’s syn- 
drome may be produced by the administration of 
cortisone and corticotropin (ACTH). Similar phe- 
nomena, usually mild, may be produced by large 
doses of salicylates, apparently through stimulation 
of the hypothalamic nuclei. Mild clinical signs of 
Cushing’s syndrome are also rarely associated with 
the presence of a pheochromocytoma or of a tumor 
of the thymus. Functional tumors of the adreno- 
genital ridge which arise from cells having the same 
origin as adrenal cortical cells may produce a clin- 
ical picture identical with that of a cortical tumor. 
These tumors frequently occur in the ovary, but 
they may lie elsewhere. Heinbecker'? associated 
atrophy or inhibition of the supraoptic or para- 
ventricular nuclei of the hypothalamus with gen- 
eralized adrenal hypertrophy as an etiological fac- 
tor in cases in which no neoplasm is present. 

If there is no palpable mass, techniques for locali- 
zation of cortical tumors are the same as those 
discussed for pheochromocytomas. 

The patients, particularly those with a predom- 
inating Cushing’s syndrome, are poor operative 
risks, and careful preoperative preparation is indi- 
cated. Shock or any alarm stimulus is poorly toler- 
ated. The tissues are depleted of nitrogen, and heal- 
ing proceeds slowly. Postoperative wound infection 
is common. 

Intravenous administration of sodium chloride 
and glucose, increased oral potassium intake, the 
administration of testosterone, and a high protein, 
high carbohydrate, high caloric diet are essential in 
the preparation of the patients. Priestley’? recom- 
mended the injection of 40 cc. of adrenal cortical 
extract the evening before operation and immedi- 
ately before operation in an attempt to avoid the 
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collapse which frequently follows adrenal extir- 
pation. 


A long transverse’ upper abdominal incision per- 
mits inspection of both adrenals. A tumor on either 
side may be removed through this approach. As the 
incidence of malignant change in these tumors is 
roughly 50 per cent,?? the entire ipsilateral gland 
should be removed when any tumor is present. 


If bilateral hyperplasia rather than a tumor is 
found, recommendations as to treatment vary. Priest- 
ley,!® who uses a bilateral posterior approach, rec- 
ommended the following plan of treatment. If the 
first gland exposed is atrophic, the incision is closed 
and the opposite side explored for a tumor. How- 
ever, if the gland on the first side is normal or hyper- 
plastic, 90 per cent of it is resected. If a tumor is 
found on the side explored last, it is removed. If not, 
the entire gland is removed and the remaining 10 
per cent of the contralateral gland is relied upon to 
provide adequate adrenal function. 


Endocrine changes caused by benign tumors should 
be completely alleviated by this procedure. Pack and 
Livingstone!® reported a survival rate of only 2 per 
cent ten years after treatment of adrenal carcinoma. 
In the presence of hyperplasia, Priestley’? reported 
six deaths in 29 cases, good results in 19. Of the 19, 
three had some recurrence of the previous condition, 
and three had some degree of cortical insufficiency. 


Other conditions for which the use of bilateral 
adrenalectomy is, at present, under investigation in- 
clude carcinoma of the prostate,'* hypertension,’ ** 
and malignant melanoma.’ The results of adrenalec- 
tomy in such conditions are still in question. The 
problem of long-term substitution therapy must be 
considered in evaluating the results of any total 
adrenalectomy, and such procedures should be con- 
sidered only when facilities are available for com- 
plete study and care both before and after operation. 
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... the tree inclines 


NATURE NOT ONLY points out the food proper for infancy, but also kindly prepares 
it. When the little inhabitant is ushered into this cold world, if applied to the 
maternal bosom, its sense of perceiving warmth is first agreeably affected; next, 
its sense of smell is delighted with the fragrance of the dulcid rill; then, its taste 
is gratified by the flavor of it; afterward, the appetite of hunger and thirst afford 
pleasure, by the possession of their objects, and by the subsequent health of the 
infant; and lastly, the sense of touch is delighted by the softness of the lactary 
fountain, which the innocent embraces with its hands, presses with its lips, and 
watches with uplifted eyes. Satisfied, it smiles at the enjoyment of such a variety 
of rich pleasures. It feels an animal attraction, which is love: a sensation when 
the object is present, a desire when it is absent; which constitute the purest source 
of human felicity. 


—Ball, Isaac: An Analytical View of the Animal Economy. 
New York: G. J. Hunt, 1808 
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Coxsackie Viruses 


A Review of Pathologic, Epidemiologic, Diagnostic 


and Etiologic Observations 


CHARLES M. CARPENTER, M.D., and RUTH A. BOAK, M.D., Los Angeles 


ONE OF THE MOST recent and important observations 
in virology was the discovery of Coxsackie or “C” 
viruses by Dalldorf and Sickels in 1948.° Epidemio- 
logic studies on poliomyelitis in Coxsackie, N. Y., 
an urban community in the Hudson River Valley, led 
to the observation of the new virus in stool speci- 
mens obtained from two boys with nonparalytic 
poliomyelitis. In Wilmington, Del., in the same year, 
Dalldorf noted a similar virus in stool specimens 
obtained from a group of patients with symptoms 
of atypical poliomyelitis. Approximately two years 
later, Melnick, Shaw, and Curnen’® reported the iso- 
lation of the virus not only from patients, but from 
flies and sewage. They also described six cases of 
accidental laboratory infection among personnel 
working with the virus. 

In 1950, in England, Findlay and Howard? ob- 
served a virus in the stools of patients with a disease 
entity designated, in that country, as epidemic pleu- 
rodynia or Bornholm disease. The virus has now 
been identified as Coxsackie virus. Another signifi- 
cant observation was that of Huebner, Cole, Bee- 
man, Bell, and Peers,!? who isolated Coxsackie virus 
from patients with herpangina. Thus, within a period 
of four years, Coxsackie viruses have been isolated 
from patients with three seemingly unrelated symp- 
tom complexes. 


THE VIRUS 


Coxsackie virus is extremely small, ranging in size 
from 10 to 20 millimicrons.'* 7? It has been propa- 
gated in tissue culture*® and in embryonated eggs.® 
It is resistant to antibiotics such as penicillin, strep- 
tomycin, and chloramphenicol. The best source of 
the virus is feces collected from patients early in 
the course of the disease. It has also been isolated 
from stools, from throat swabs and rectal swabs. One 
investigator reported observing it in spinal fluid, 
blood, and urine." 

Many strains of the virus have been noted and, on 
the basis of histologic examinations carried out on 
experimentally-infected suckling mice, two distinct 
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* Coxsackie disease comprises three clinical 
entities—herpangina, so-called non-paralytic 
poliomyelitis, and epidemic pleurodynia. Sev- 
eral strains of antigenically-related viruses, 
Groups A and B, designated as Coxsackie virus 
have been isolated from stool specimens and 
from material from the throat of many patients 
with the diseases mentioned. Inasmuch as the 
virus has also been recovered from normal 
persons, there is as yet uncertainty as to causal 
relationship between the presence of the virus 
and the disease. Reports of the isolation of 
Coxsackie virus and poliomyelitis virus from the 
same patient make difficult the interpretation 
of the findings. 

The diagnosis of Coxsackie disease entails 
animal inoculation and serologic procedures. 
Emphasis is placed on the necessity of obtaining 
stool specimens, throat washings, and “paired” 
blood specimens from patients suspected of the 
disease. 


groups, A and B, have been identified. Group A 
strains produce myositis in skeletal muscles, and 
Group B strains cause not only myositis but, also, 
encephalomyelitis, myocarditis, pancreatitis, hepa- 
titis, and inflammatory lesions in fat pads. Reactions 
to complement-fixation and neutralization tests also 
confirm the existence of the two groups. Further- 
more, there are several different types of Coxsackie 
virus in each group. The viruses produce paralysis 
in both suckling mice and hamsters, and cause a 
mild febrile illness in young cynomologous monkeys 
and in chimpanzees. Minute cytoplasmic fuchsino- 
philic granules have been observed in lesions pro- 
duced in suckling mice.*! Although suckling mice 
are most susceptible to the virus, it was noted re- 
cently that pancreatitis developed in adult mice that 
ate infected suckling mice.'® 

The Coxsackie viruses are widely distributed, yet 
overt illness is comparatively uncommon. To date, 
isolation of Coxsackie viruses has been reported 
from at least 24 states: Alabama, California, Colo- 
rado, Connecticut, Delaware, Florida, Georgia, Illi- 
nois, Louisiana, Maryland, Massachusetts, Minne- 
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sota, New York, North Carolina, Ohio, Oklahoma, 
Pennsylvania, Rhode Island, South Dakota, Tennes- 
see, Texas, Virginia, Washington, Wisconsin.* The 
disease has been reported from England, Canada, 
Denmark, France, Israel, and Alaska.1» 9 1 17, 24, 27 


Man is evidently the chief reservoir of infection. 
Recently, however, Morris and O’Connor”’ noted 
that the serum from wild cottontail rabbits (Syl- 
vilagus floridanus) trapped in Maryland neutral- 
ized three strains of Group A Coxsackie viruses. The 
epidemiologic significance of this finding is as yet 
unknown. Serologic surveys in man indicate that 
many persons have been exposed to the infection, 
yet to their knowledge have not had Coxsackie dis- 
ease. Such evidence indicates that inapparent infec- 
tions occur, as has been noted in poliomyelitis. Al- 
though the majority of patients from whom viruses 
are recovered are under ten years of age’ they have 
been obtained from numerous patients in the second 
decade of life. Dalldorf observed that the disease 
more often affected boys than girls, but Cole, Bell, 
Beeman, and Huebner‘ noted no significant differ- 
ence in this regard. The disease is most prevalent in 
the late summer and early fall months, as is polio- 
myelitis. 


Coxsackie disease may occur in several members 
of a family. Close contact is conducive to transmis- 
sion of the infection. Infection may result from con- 
tact with persons who have asymptomatic cases, with 


persons in whom the disease is clinically apparent, 
or from carriers. Cole, Bell, Beeman, and Huebner* 
were able to isolate the virus from the stools of one 
patient with herpangina for 76 days after the onset 
of illness. They stated, however, that usually it can- 
not be recovered for more than one month after first 
symptoms are observed. 


CLINICAL MANIFESTATIONS 


The symptoms of the disease complexes vary 
greatly. They include those of nonparalytic polio- 
myelitis and aseptic meningitis; epidemic pleuro- 
dynia or Bornholm disease; and herpangina or ves- 
icular pharyngitis (see Table 1). 

Nonparalytic poliomyelitis and aseptic meningitis. 
After an incubation period of from one to four days 
patients complain of malaise, anorexia, nausea, head- 
ache, muscular pains, and weakness, especially in the 
legs. Stiffness of the neck is a conspicuous symptom. 
Temperature of from 100° to 104° F. may persist 
during the first week of the illness. In many in- 
stances, the illness is heralded by symptoms of in- 
fection in the upper respiratory tract. Muscle weak- 
ness occasionally can be detected. Pleocytosis in the 


*References: 2, 3, 5, 6, 11, 14, 16, 18, 19, 23, 25. 
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TABLE 1.—Clinical Entities from Which Coxsackie Viruses 
Have Been Isolated 


Clinical Entity Group A Group B 
Aseptic meningitis + * 
Fever of unknown origin 
Herpangina 
Non-paralytic poliomyelitis 
Pleurodynia 
Poliomyelitis 
Respiratory infections. 
Summer grippe 
Three-day fever 
Normal 


++ +4444 


* +Indicates isolation of virus. 


cerebrospinal fluid is frequently observed in this 
form of the disease. 

Epidemic pleurodynia (Bornholm disease). The 
symptoms that occur at the onset of this clinical en- 
tity are not unlike those observed in several viral 
diseases—namely, headache, fever of from 101° to 
104° F., nausea, vomiting, pain in muscles of the 
extremities, backache, and stiffness of the neck.® 1° 
Sore throat is not uncommon. The striking symp- 
toms, however, are pains in the chest and abdomen 
which cause severe distress in the patient and ac- 
count for the designation of “devil’s grippe” or epi- 
demic pleurodynia. The term Bornholm disease, 
used by the English, derives from Bornholm Island 
in the Baltic Sea. 

Herpangina or vesicular pharyngitis. In 1920, Za- 
horsky”® described herpangina as a clinical entity 
of unknown cause. The disease is characterized by 
fever, headache, abdominal pain, and a sore throat. 
Early in the course of the disease the only clinically 
observable change in the throat is diffuse conges- 
tion. From 12 to 24 hours later, small petechiae may 
be noted about the fauces, and later they develop 
into vesicles and finally into aphthous areas. The 
disease usually lasts four or five days, and the 
patient then makes uneventful recovery. Huebner, 
Cole, Beeman, Bell, and Peers,!* in 1951, reported 
isolation of Group A strains of Coxsackie virus in 
material from throat washings and rectal swabs and 
in the stools of 32 of 37 patients with herpangina. 
They noted that the disease was prevalent in the 
metropolitan area of the District of Columbia. The 
disease has since been observed by numerous physi- 
cians in other areas of the United States. Recurrence 
of the infection in the same patient has been re- 
ported.* 


DIAGNOSIS 


The clinical diagnosis of Coxsackie disease is dif- 
ficult. It may be suspected in young children with 
symptoms of so-called nonparalytic poliomyelitis, 
especially when the outstanding symptom is stiffness 
of the neck. The disease may also be suspected in 
unexplained concurrent severe chest and abdominal 


CALIFORNIA MEDICINE 





pain. In herpangina, the presence of vesicles about 
the fauces is characteristic. The cardinal symptoms 
already mentioned are usually accompanied by head- 
ache, nausea, fever and muscular pain. A definite 
diagnosis, however, can be made only in the labora- 
tory. The isolation of Coxsackie virus from the stool 
of a patient, or from material from the throat swabs 
in the case of herpangina, is diagnostic if the pres- 
ence of other infectious agents causing symptoms 
similar to those caused by Coxsackie virus cannot be 
demonstrated. In addition to demonstrating the 
virus, a rise in titre of neutralizing antibodies or 
complement-fixing antibodies should be observed. 
The specimens required by the laboratory are: (1) 
A stool specimen obtained early in the course of the 
disease; (2) from patients with herpangina, speci- 
mens of material washed or swabbed from the throat, 
kept moist in a serum broth. (3) Two specimens of 
blood (10 ml. each), the second obtained approxi- 
mately two weeks after the first. 

Demonstration of the virus in stool specimens is 
comparatively simple. An inoculum is prepared from 
the specimens by making a 20 per cent suspension 
in distilled water. The suspension is ground in a Ten 
Broeck grinder, then centrifuged at 2° C. for one- 
half hour at 13,000 rpm. The supernate is removed 
and exposed for one-half hour at room temperature 
to 1,000 units of penicillin and 10.0 mg. of strepto- 
mycin per milliliter. Three-hundredths of a milliliter 
of the inoculum is injected intramuscularly, intra- 
peritoneally, or intracerebrally into suckling mice 
from one to two days old. Observations are then 
made for paralysis of the extremities, particularly the 
posterior limbs. If the virus is present in the inocu- 
lum, paralysis and death usually occur within five 
days after inoculation. The presence of the virus is 
determined by histologic examination of sections of 
the infected mice, and by neutralization and comple- 
ment-fixation tests. (A large breeding colony of mice 
to supply suckling mice is an essential requirement. ) 

Routine complement-fixation tests on serum from 
patients for the diagnosis of Coxsackie disease are 
yet impractical because of the multiplicity of strains 
of the virus. On the other hand, serologic tests by 
means of complement-fixation and neutralization 
procedures are useful to detect a rise in antibody 
titre in the serum of a patient from whom the virus 
has been recovered. Thus “paired” specimens of 
blood from patients suspected of Coxsackie disease 
are essential. 


RELATIONSHIP OF THE VIRUS TO DISEASE 


The relationship of the group of Coxsackie viruses 
to the diseases from which they have been isolated 
is not definitely known (Table 1). Cole, Bell, Bee- 
man, and Huebner‘ expressed the opinion that her- 
pangina is definitely caused by Group A strains of 
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Coxsackie virus. They noted the presence of the 
virus in 45 of 50 cases of typical herpangina. On the 
other hand, they expressed belief that the presence of 
the virus in the stools of patients who had the other 
clinical diseases thought by some observers to be 
caused by Coxsackie viruses might be only inciden- 
tal. The etiologic significance of the virus in non- 
paralytic poliomyelitis has been critically evaluated 
by several investigators, particularly by Cole, Bell, 
Beeman, and Huebner,* who noted in a survey of 
the literature and of their own material, that the 
virus was observed to be present in from 170 (9.6 
per cent) of a total of 1,763 cases. The cases were 
classified into two groups—namely, 701 cases of 
poliomyelitis and 1,062 cases of nonpoliomyelitis. 
Coxsackie virus was present in 10.3 per cent of the 
cases of poliomyelitis and in 9.2 per cent of the 
other group, indicating no significant difference 
between the two groups with regard to the percent- 
age of patients carrying the virus. 

Experimental evidence that Coxsackie virus is the 
cause of epidemic pleurodynia was reported, how- 
ever, by Findlay and Howard® who observed symp- 
toms typical of Bornholm disease in an adult volun- 
teer who was inoculated intranasally with the virus. 
Later, specific complement-fixing antibodies were 
demonstrated in serum from the patients. In ad- 
dition, two groups of investigators isolated Cox- 
sackie virus from patients in epidemic areas. Wel- 
ler, Enders, Buckingham, and Finn,** and Lazarus, 
Johnston, and Galbraith!® recovered the virus from 
the stools of a high percentage of patients with epi- 
demic pleurodynia. 

Inasmuch as the viruses of poliomyelitis and Cox- 
sackie disease have been recovered from the same 
patient, it has been postulated that the Coxsackie 
viruses have a “sparing” effect on the virus of polio- 
myelitis. Experiments were carired out by Sulkin 
and Manire*® to determine the effect of simul- 
taneous inoculation of animals with both viruses. 
They observed that Coxsackie virus did not affect 
the course of poliomyelitis in mice, but that Lansing 
poliomyelitis virus favorably affected the course of 
Coxsackie disease in mice. Dalldorf* infected young 
mice with Group B Coxsackie virus, and then with 
poliomyelitis virus from four to ten days later. The 
animals acquired pronounced resistance to the polio- 
myelitis virus. 
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Treatment of Pain and Neuromuscular Tension 


A Report on Intravenous Use of Tetracaine in 365 Cases 


THIS Is A REPORT of a three-year study of the intra- 
venous use of tetracaine in the treatment of pain and 
neuromuscular tension. Over fifteen hundred injec- 
tions were given by the author and others. The study 
was carried out in a leprosarium, an industrial 
clinic, a neuropsychiatric residency, and in private 
practice. Tetracaine,* a local anesthetic drug of the 
procaine series, has been widely used as a spinal 
and topical anesthetic. Compared with procaine, it 
has a longer duration of action and a more pro- 
found anesthetic effect. As procaine was known to 
be an effective drug for intravenous use in the treat- 
ment of various kinds of pain, it seemed logical to 
use tetracaine, as its higher potency would make pos- 
sible the use of smaller amounts that could be admin- 
istered by a syringe instead of with a flask and 
tubing as was required with procaine. 

Local anesthetic agents have been used for many 
years in the treatment of pain. They have been 
used for blocking nerves, to interrupt the conduc- 
tion of pain impulses, for the injection of so-called 
“trigger points,” or points of maximum tenderness 
in a painful area, for infiltration of painful muscles 
and skin, and intravenously in the case of procaine. 
Results have been excellent in relieving pain, in 
increasing circulation in some types of ischemia, 
and in relaxing spastic muscle. Often an injection of 
a small quantity of a local anesthetic drug will break 
up a vicious cycle of pain of long standing and give 
complete and permanent relief. 

When tetracaine is injected locally, it causes anal- 
gesia and relaxation of spastic muscles, and it acts 
as a powerful vasodilator. It can be given in con- 
centrations less than one-tenth the usual concen- 
tration of procaine, with much longer duration of 
action, and with very slight toxicity and side effects. 

Numerous animal experiments established the 
safety of tetracaine when injected intravenously. 
Lundy,® experimenting with dogs, noted that large 
amounts of tetracaine could be given intravenously 
before fatal effects were observed. In one dog, 150 
mg. of tetracaine intravenously in five minutes did 
not alter blood pressure. In another, a total of 850 
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¢ Three hundred and sixty-five patients were 
given tetracaine intravenously for various types 
of pain and neuromuscular tension. In the treat- 
ment of pain, myositis, muscle spasm, and vis- 
ceral spasm most patients were relieved. Best 
results were obtained in syndromes in which 
pain was associated with muscle spasm, such as 
in pain in the lower part of the back and sca- 
lenus anticus syndromes. The effects of tetra- 
caine intravenously are those of analgesia, vaso- 
dilatation, and relaxation of spastic muscle. 
Sixty-five of the patients were treated for neu- 
romuscular tension, and there was good relaxa- 
tion and increased comfort. Alcoholics were 
relieved of some of the tension symptoms and 
may have been helped to resist the desire to 
drink. Of 14 patients with premenstrual tension, 
13 had complete relief. Eight patients with 
_— anxiety and tension states also responded 
well, 

Toxic and allergic reactions were negligible, 
and other side effects were infrequent and of no 
consequence. 


mg. was required to cause death. Hirschfelder* 
noted that tetracaine given intravenously to dogs 
decrease experimentally induced auricular fibrilla- 
tion. Pfitzner® reported that tetracaine administered 
intravenously to animals was six times as toxic as 
procaine, but ten to twenty times as potent. 

Moore’ and Bonica? reported large series of nerve 
blocks done with tetracaine in humans, with excel- 
lent results. In the author’s experience, the effect 
was good in over 400 nerve blocks and infiltra- 
tions. There is, however, in many physicians a great 
fear of tetracaine and a great reluctance to inject 
it. This fear seems to be based on the occurrence of 
accidents in cases in which tetracaine was used as a 
topical anesthetic in the mouth and throat. Owing 
partly to its powerful vasodilator effects, the drug 
seems to “explode” into the blood stream when 
applied to a mucous membrane without the addition 
of a vasoconstrictor. A number of deaths have oc- 
curred because of this attribute. 

However, in a careful search of the literature, 
report of only one death following injection of tetra- 
caine for nerve block was found, and in that instance 
the patient was a poor risk and hyaluronidase was 
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mixed with the anesthetic agent.® It would appear 
that injecting this drug into tissues is much safer 
than spraying it on a mucous membrane. In view 
of the qualities mentioned, it seemed logical to try 
tetracaine intravenously in small quantities given 
slowly. 


RESULTS 


Two hundred ninety patients were treated for 
pain, and when many of them reported better sleep 
and relaxation following intravenous administration 
of tetracaine, the treatment was tried in 65 cases for 
relief of neuromuscular tension, not only in persons 
who were tense and unable to relax, but also in pa- 
tients with neurological diseases such as multiple 
sclerosis for the treatment of uncomfortable muscle 
spasms, and for conditions such as the so-called 
scalenus anticus syndrome in which pain and muscle 
spasm are found together, operating in a vicious 
cycle. In ten cases, the drug was tried on patients 
with multiple sclerosis and amyotrophic lateral 
sclerosis. It had no effect on the neurological condi- 
tion. 


The dose given for relief of pain was 10 cc. of 
0.25 per cent solution of tetracaine. Fifty of the 
patients were treated for pain in the lower part of the 
back, and in about 90 per cent of the cases there 
was almost complete relief after one injection of 
tetracaine intravenously. About half of the remain- 
der were helped very little or not at all, and the 
rest had some improvement. Nine of ten patients 
with tension headaches and occipital neuralgia and 
six of eight patients with various kinds of pain in 
the chest had good results. Four patients had scale- 
nus anticus syndrome or a variant of it, and all were 
relieved. The following case reports are illustrative: 


Case 1: A 52-year-old white woman complained of pain 
in the right biceps and right hand which had become 
progressive over a period of three months. A neurosurgeon 
who examined the patient for rupture of a cervical inter- 
vertebral disk or tumor around the cervical spine said 
neither of these conditions was present. On palpation, the 
right anterior scalene muscle was extremely tender and felt 
spastic. Scalenus anterior syndrome was considered to be 
the cause of pain. The patient was given 10 cc. of 0.25 per 
cent tetracaine solution intravenously and pain was almost 
immediately relieved. Three days later some pain recurred. 
The injection was repeated with complete relief. There was 
no further recurrence. 


Case 2: A white man 57 years of age had posterior myo- 
cardial infarction in May of 1950, with subsequent anginal 
pain so severe as to necessitate opiates for relief. In June 
of 1950 pain in both shoulders and both hands developed. 
Stellate ganglion blocks gave only temporary relief. Physical 
therapy for three months gave very little relief. In September 
definite symptoms of ischemia of the left arm and hand were 
noted, and the fingers of the left hand were held in 
painful flexion contracture. Bilateral anterior scalene tender- 
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ness was present. Ten cubic centimeters of 0.25 per cent 
tetracaine solution was given intravenously. The contracted 
fingers relaxed immediately and the hand and arm became 
definitely pinker. The patient said that the pain was much 
less. Five days later pain increased somewhat and a second 
injection was given. Pain abated completely and the patient 
was discharged from the hospital at his own request. 


In general, the best results with intravenous ad- 
ministration of tetracaine were obtained when it was 
used for pain that had no specific mechanical cause, 
other than muscle spasm. Smooth muscle and skele- 
tal muscle were relaxed by the treatment. Four of 
the patients in the series had bladder pain and 
spasm following cystoscopy or acute cystitis. All 
had complete relief after one intravenous injection. 
Three patients with pain and anal spasm following 
hemorrhoidectomy had considerable relief. One 
woman, aged 34, had endometriosis with consider- 
able pelvic pain. Oophorectomy was advised, but 
the patient declined. Experimentally, 10 cc. of 0.25 
per cent tetracaine solution was given intravenously, 
and the pain disappeared. It recurred in seven days. 
The treatment was repeated and injections were 
continued weekly for fifteen weeks. After the fif- 
teenth intravenous injection the patient noted slight 
wheezing and a slight reddening of the skin at the 
site of venipuncture. The following week a skin 
test was carried out by the intradermal injection of 
0.1 cubic centimeter of 0.25 per cent tetracaine solu- 
tion. A wheal about 6 by 9 centimeters developed 
in fifteen minutes. It was assumed that the patient 
had acquired allergic sensitivity to tetracaine, and 
use of the drug was discontinued. The symptoms 
manifested in this instance were mild and transient 
and did no harm. The patient was the only one in 
the present series in whom sensitivity to tetracaine 
developed, and questioning elicited that the patient 
had pronounced sensitivity to a large number of 
drugs, foods, and vegetable substances. 


In patients with a definite mechanical cause for 
pain, other than muscle spasm, intravenous use of 
tetracaine had no effect. Tetracaine was given intra- 
venously to patients with rib fracture, osteomyelitis 
with sequestrum formation, terminal carcinoma, dis- 
locations, brachial-plexus avulsion, and bursitis. It 
did not relieve pain. Nor did it relieve the pain of 
syringomyelia in one patient. Amputees with phan- 
tom-limb pain were not benefited. Where pain was 
limited to the distribution of a single sensory nerve, 
blocking that nerve gave much better results than 
the intravenous injection. Polyarthritis responded 
better to procaine given intravenously than to tetra- 
caine. In dysmenorrhea the drug helped in about 
50 per cent of cases. In migraine headache there 
was occasional improvement. 
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NEUROMUSCULAR TENSION 


Of the 65 patients given tetracaine for relief of 
tension, 42 were alcoholics, 15 had premenstrual ten- 
sion, and eight had various forms of anxiety and 
tension. The dose given was 20 cc. of 0.25 per cent 
tetracaine hydrochloride, twice the amount given 
for pain. It was effective in about 90 per cent of 
cases. Higher concentrations of tetracaine up to 0.5 
per cent were tried in some instances, but there were 
no advantages, and as a side effect some patients 
noted a transient numbness of the lips and tongue. 
The alcoholic patients were generally tense, neuro- 
tic persons with a tendency to panic states. In some, 
tension seemed to build up until some trivial inci- 
dent precipitated panic and compulsion to drink to 
escape from panic. With the use of tetracaine, the 
alcoholic patients were helped to relax, and, in some 
cases, the relaxation seemed to help the patient to 
resist the compulsion to start drinking. In the sober- 
ing period, after days or weeks of drinking without 
proper nourishment, the tetracaine was mixed with 
50 per cent dextrose solution and Lyo B-C,* to 
relieve anxiety, tremor, and generalized discomfort 
which sometimes lead to recurrence of drinking. It 
is not possible to give any quantitative measure of 
the effect of intravenous tetracaine, since the crav- 
ing for tension relief from alcohol is a subjective 
experience not measurable objectively, and any fac- 
tors tending to modify the craving would also be 
subjective in effect. All the patients stated that they 
felt more relaxed and less panicky. In this small 
series, it is not possible to give an exact evaluation, 
but it was felt that the tetracaine, alone or in com- 
bination with glucose and vitamins was relaxing, 
and gave comfort in difficult periods. 


Of the 14 patients with premenstrual tension, 
13 had complete relief for the period in which the 
injection was given. One woman, who underwent a 
hypomanic paranoid phase before each menses, had 
relief for only four hours, after which symptoms 
recurred. In most, the relaxation was immediate, 
and euphoria took the place of tension. 


The eight patients with anxiety and tension from 
various causes, had good relief, and in most sub- 
jects, one injection gave relaxation for as long as 
two months. 


The larger dose did not interfere with coordina- 
tion, judgment, or any function. Practically every 
patient was treated in the office, and after a rest of 
ten minutes was able to drive a car or return to work 
without mishap. 


*Lyo B-C® was supplied through courtesy of Sharp & Dohme, 
Glenolden, Pa. 
The injection was made up of 20 cc. of 0.25 per cent tetra- 
caine solution and 30 cc. of 50 per cent dextrose solution to which 
one bottle of Lyo B-C was added. A 50 cc. syringe was used. 
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TOXICITY 


Toxic effects and side reactions were negligible 
in over 1,500 intravenous injections of tetracaine 
hydrochloride.* As previously reported® one patient 
fainted and one had emesis immediately after injec- 
tion. It was found that making the patient lie on the 
examining table for ten minutes following treat- 
ment prevented fainting. Occasionally, patients had 
ringing in the ears and/or dizziness for a few min- 
utes after injection. This never persisted for more 
than ten minutes. At no time were sedatives, oxy- 
gen, or stimulants necessary. Headache developed 
several hours after treatment in about one per cent 
of patients. 


Allergic reactions to tetracaine were not common. 
In addition to the one patient previously mentioned, 
in whom sensitivity developed after 15 injections, 
skin sensitivity reactions were noted in three others 
in the course of routine testing. In all three, nerve 
block was contemplated and, as a routine precau- 
tion, 0.1 cc. of tetracaine was injected intradermally. 
A skin wheal larger than 2 cc. in diameter was 
considered evidence of possible sensitivity, and a 
different anesthetic agent than tetracaine was used. 
In each case the only sensitivity reaction was the 
skin wheal, and it was only temporary. No develop- 
ment of tolerance, dependence, or habituation 
occurred. As much as 250 milligrams of the drug 
have been given in 1,000 cc. of isotonic saline solu- 
tion, without the signs of toxicity. 


TECHNIQUE 


In all cases tetracaine hydrochloride in sterile 
isotonic solution was used. The concentration of 
maximum effect and least toxicity has been found to 
be 0.25 per cent, or 1:400, which is equivalent to 
2.5 mg. per cc. This can be made up by adding the 
contents of a 250-mg. ampule of Pontocaine “Nipha- 
noid” (marked Not For Spinal) to 100 cc. of sterile 
isotonic saline solution. A rubber-stoppered bottle 
is the best container, and enough of the solution for 
many doses may be kept for one or two weeks. The 
tetracaine should not be dissolved in distilled water 
because the solution thus made would be hypotonic 
and undesirable for intravenous injection, and prob- 
ably not effective. 

The patient must be lying on a bed or examining 
table during and immediately after administration. 
A needle of gauge No. 23 or smaller is of help in 


* Since the presentation of this paper, the author has been in com- 
munication with other physicians who have given tetracaine intra- 
venously. The total number of injections given by them and the 
author exceeds 10,000, and no toxic effects of consequence have been 
noted. 
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giving the injection slowly. A suitable vein is 
selected, the skin is cleaned, and the vein punctured. 
About one+tenth of a cc. of the solution is injected, 
and the patient observed carefully. If no untoward 
reactions develop (the author has observed none), 
the rest of the dose is given slowly over a time 
interval of from five to ten minutes, with careful 
observation of the patient. It is important that the 
patient remain prone for at least five or ten minutes, 
preferably ten, after the needle is removed, in order 
to avoid dizziness and fainting. After that period he 
can do anything he normally does, without any 
impairment of his sensory perceptions, judgment, 
or motor function. The frequency of the injections 
depends upon the need. In some patients, good 
effects of one treatment persist for as long as three 
or four months. In acute pain or anxiety states, a 
daily injection may be necessary for four or five 
days. The author was unable to establish rules, but 
always gave the drug when it was requested. 
2161 Allston Way. 
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Recommends Law to Test Chemicals Added to Foods 


The third report of the House Select Committee Investigating the Use of 
Chemicals in Foods praises the food industry for much of the progress in the 
field of nutrition but recommends that the Food, Drug and Cosmetics Act be 
amended to give Food and Drug Administration more control over foods. The 
committee recommends that proof of the safety of chemical additives be sub- 
mitted to the FDA before chemically-treated foods are offered for sale. It points 
to the increasing use of chemicals in food production, processing, storage, pack- 
aging and distribution and to testimony delivered before the committee that 
some of these chemicals have not been tested properly and might be dangerous. 


—Reprinted from Capitol Clinic 
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Parturient Perineorrhaphy 


FOR MANY YEARS it has been rather well accepted 
medical practice to advise women of childbearing 
age who are in need of repair of the pelvic floor to 
wait until they are beyond the reproductive years; 
and many gynecologists have been particularly 
averse to carrying out operations for correction of 
chronic lesions, caused by previous parturition, at 
the time of a subsequent delivery. 

The principal reason advanced for long delay of 
such operations is the likelihood that if they are 
done in the childbearing years, succeeding parturi- 
tion would but undo the repair. As to operations 
done immediately after childbirth for repair of 
chronic lesions, they have been considered hazard- 
ous because of increased risk of infection and the 
fact that sometimes the patient may have serious 
loss of blood. In recent years, however, what with 
antibiotics to combat infection, with transfusion a 
common procedure, with better and safer anesthe- 
sia, and with improved technique of delivery to les- 
sen stresses and trauma that might disrupt the repair, 
these reasons have become less cogent. 


Excellent repairs of lesions of the pelvic floor— 
notably relaxation and rectoceles—can be made im- 
mediately following delivery; and, now that injunc- 
tions against them are less firm than once they were, 
good medical and pecuniary reasons for carrying 
out the operation at that time come to the fore: The 
immediate well-being of the patient, prophylaxis 
against herniation of the rectum and the develop- 
ment of cystocele, and the saving in hospital cost 
effected by carrying out delivery and reparative 
operation concurrently. 


In the past ten years the author performed peri- 
neorraphy at delivery in slightly more than 300 
patients, none of whom died, and from a post- 
operative review the following lists of advantages 
and disadvantages were drawn: 


Advantages: 


1. Considering the usual complaints associated 
with relaxation of the pelvic floor, the well-being of 
the patient is served. 


2. The correction of relaxation early is preventive 
of the development of more serious disease. 
3. There is much less postoperative pain with 


Chairman’s Address: Presented before the Section on Obstetrics 
and Gynecology at the 81st Annual Session of ~ California Med- 
ical Association, Los Angeles, April 27-30, 1952 
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¢ In the light of improved means of combating 
infection, better and safer anesthesia, the ready 
availability of blood transfusion, and less trau- 
matic delivery, reasons formerly advanced in 
opposition to operations at the time of parturi- 
tion for repair of preexisting lesions of the pel- 
vic floor are now less formidable than they 
were in the past. 

Such operations now can be carried out 
quickly and safely with considerable benefit in 
terms of immediate comfort and well-being of 
the patient, prevention of later development of 
more serious lesions, and savings in cost of hos- 
pitalization. 

In a series of more than 300 patients so oper- 
ated upon—the technique used is described 
herein—none died, and in a review of the rec- 
ords many advantages of operation immediately 
after delivery, as compared with long delay of 
needed repair, were noted. 


parturient perineorrhaphy than there is when the 
operation is done at any other time. 

4. There is less formation of actual scar tissue. 

5. Healing in the postparturient period is much 
faster and more satisfactory than at any other time. 
(The average duration of postoperative hospital 
convalescence was four days.) 

6. There is pronounced saving to the patient in 
time and money by virtue of avoidance of future 
hospitalization and prolonged convalescence. 

7. Coitus is usually more satisfactory. 


Disadvantages : 

1. There may be an increased loss of blood. 

2. Depending on technique, the potential of in- 
creased infection is present. 

3. There is greater demand on the obstetrician’s 
time. 

The technique used by the author is simply a 
modification of the usual perineorrhaphy, except 
that sharp dissection is used throughout, rather than 
combined blunt and sharp dissection, because the 
tissues at the time of parturition are too friable to 
stand the usual traction and the lines of cleavage 
are too difficult to ascertain. 

Even though spontaneous delivery might be easy, 
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Figure 1 


it is advisable to do midline episiotomy as the infant 
emerges. Following delivery of the baby, the pla- 
centa should be delivered by the most rapid method 
with which the accoucheur is familiar. 

A Gelpi retractor then is placed with the points 
just above the last hymeneal caruncula (Figure 1). 
Old scar tissue, usually present at the mucocutaneous 
junction, is excised with curved scissors to the mid- 
line incision. 

This done, dissection of the posterior wall of the 
vagina, with sharp instruments only, is begun. 
Curved scissors are used, with the points kept just 
underneath the vaginal mucosa (Figure 2a), so that 
there is no attendant risk to the rectum. The larger 
blood vessels are also avoided. Dissection is carried 
upward to the apices of the rectocele and laterally 
as far as necessary to expose the levator ani muscle. 
It is advisable to undermine the vaginal mucosa 
well laterally down to the introitus. The redundant 
lateral mucosa necessary to a satisfactory plastic 
closure is then resected, leaving an exposed triangle 
of muscle and fascia. 

By placing the vaginal mucosal sutures and those 
of the levator ani one at a time and alternately, 
working room is preserved at both suture lines 
(Figure 3). The sutures can be continuous or in- 
terrupted and suturing is continued to the introitus, 
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Figure 3 


including the superficial and deep perineal muscles. 
Particular care must be taken in placing the deep 
sutures of the levator ani, for if they are extended 
too far laterally, a ridge that will result in later 
dyspareunia will be produced. 
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Final closure (Figure 4) is begun with a con- 
tinuous No. 00 chromic suture. A small curved 
needle is introduced upward underneath the skin 
of the labia. This is done on both sides, catching the 
bulbocavernosus muscles, and the sutures are tied in 
the midline. One end of the suture is left long, and 
suturing with the long end is then continued down- 
ward in the midline to the lower angle of the inci- 
sion. From there the suture is returned subcutane- 
ously to the original point and tied subcutaneously, 
burying the external suture completely. The entire 
procedure should not take more than 15 minutes for 
a surgeon familiar with the technique. 

It is most important in the immediate postopera- 
tive period to be alert for indication that the patient 
may have lost blood in unsuspected amount. (The 
amount of blood lost even in simple episiotomy, 
when carefully measured, is usually a surprise to 
the surgeon.) The hemoglobin value must be checked 
the day following operation and, when necessary, 
blood transfusion administered. In parturient peri- 
neorrhaphy the technique must be fairly rapid in 
order that loss of blood be kept to a minimum. 


DISCUSSION 


Neither infection nor postoperative pain was a 
problem in the present series. There was no more 
discomfort than that associated with midline episi- 
otomy. 

Hematomas occurred no more often than they 
do in connection with episiotomy. In the present 
series they were less common than they are in 
mesiolateral episiotomy, probably owing to the bet- 
ter exposure of bleeding vessels. 

Particularly to be guarded against in perineor- 
rhaphy is too tight a repair, lest dyspareunia result. 

At first the author did parturient perineorrhaphy 
only in cases in which there was well developed 
rectocele without cystocele, but now is of the opinion 
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Figure 4 


that repair sufficient to provide a good supporting 
perineum should be done in all cases in which there 
is relaxation of the pelvic floor. Even where the 
relaxation is so extreme as to necessitate further 
operation later for correction of descensus uteri or 
cystocele, perineorrhaphy gives a great deal of im- 
mediate relief and prevents further accentuation of 
the more severe condition until such time as the 
more extensive procedures can be satisfactorily car- 
ried out. At the time of the later operation, the fact 
that perineorrhaphy has already been done adds no 
complication except that of a midline incision for 
exposure. Perineorrhaphy need not be repeated at 
the time of the second operation. 


It is not a particular technique for operation that 
is advocated (for the technique is relatively unim- 
portant), but the principle of repair at the time of 
parturition. The operation can be done quickly. 
easily and safely by competent surgeons. 

2434 Durant: Avenue. 
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Bone Marrow Aspiration 


The Posterior Iliac Crest, an Additional Safe Site 


MANY SITES at which bone marrow is accessible for 
needle aspiration have been reported, each with par- 
ticular attributes.': 2»? With regard to the content 
of the hematological elements, the marrow in each 
of the commonly employed sites is similar to that 
obtainable at the others. Frequently, widespread 
hemorrhage in the marrow occurs about the site of 
puncture after aspiration, particularly in patients 
with hemorrhagic diathesis, causing a distortion of 
pattern that may make specimens aspirated subse- 
quently from the same area unsatisfactory. It is, 
therefore, desirable that different sites be selected 
if repeated aspiration is contemplated. The sternum, 
anterior iliac crest, spinous process of the vertebrae 
and the tibia in children are the most common sites. 

In the study of leukemia in children, the number 
of marrow sites available for aspiration is limited 
and additional sites are desirable. 


The posterior iliac crest is the thickened portion 
of the posterior segment of the iliac crest. It is con- 
vex and is composed primarily of cancellous tissue. 
The surface of the iliac crest in this region is par- 
ticularly broad and serves for attachments of vari- 
ous ligaments for muscles and articulation with the 
sacrum (Figure 1). The bone approaches the surface 
in most children and adults, and the mass of bone 
marrow in this region is large and safely distant 
from important structures. 


PROCEDURE 


The patient is placed prone on a hard flat surface 
and the regions of both posterior iliac crests are 
aseptically prepared. The most accessible site from 
the posterior inferior or superior iliac spine ante- 
riorly is selected and the skin, periosteum and inter- 
vening tissue are anesthetized by procaine infiltra- 
tion. The aspiration needle is pointed anterolaterally 
in the direction of the iliac crest. The remainder of 
the aspiration procedure is as at other sites. 

More than fifty aspirations from the posterior iliac 
crest have been successfully accomplished in adults 

From the Laboratory of Experimental Oncology, National Cancer 
Institute, National Institutes of Health, Public Health Service, Federal 


rity Agency and the Division of Medicine, University of California 
School of Medicine, San Francisco. 
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¢ The posterior iliac crest is a readily acces- 
sible site for bone marrow aspiration which is 
sate, psychologically less traumatic, and affords 
representative samples of bone marrow similar 
to those obtained from the sternum, the verte- 
bral spine and the anterior iliac crest. 


and children without difficulty or complication. In 
four patients the marrow aspirated from the pos- 
terior iliac crest contained a few more immature 
cellular elements than did samples obtained simul- 
taneously from other sites (Table 1). 


Many patients become unnecessarily apprehensive 
when they see the preparations and instruments for 
marrow aspiration as well as the obvious effort of 
the physician, particularly when introduction of the 
needle through the cortex of the bone is difficult. 
The prone position obviates this objection and fur- 
thermore permits easier restraint upon children dur- 
ing the procedure merely by firm downward pressure 


Figure 1—Areas along the posterior iliac crest available 
for marrow aspiration. 
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TABLE 1.—Comparison of Percentage of Cell Content of Bone Marrow Aspirated Simultaneously from Two Sites 





Sex and Age: F—2),4 yrs. M—54 yrs. 


Carcinoma 
of Alveolar Ridge 
Posterior Anterior Posterior Anterior Posterior Anterior Posterior 

Site: Iliac Iliac Ili Iliac Iliac Iliac Tibia 
Neutrophils .... 32.5 29.5 0.5 5.5 26 41 
7.5 14.5 : ba Sie to 5.5 
Metamyelocytes 4.5 33 : ; ie wel 6 
Myelocytes “C” 18. 11 f iad 0.5 ; 13.5 
i: gee 3S - aiid } 


M—4 yrs. M—2 yrs. 


Diagnosis: Lymphatic Leukemia 


Lymphatic Leukemia Bilateral Retinoblastoma 


Myeloblast 
Basophils 
Eosinophils 
Lymphocytes: 
small 
intermediate.. 


w 
Onan 
wu 


Lymphoblast 

Monocytes 

Tissue j , 

Plasma cell aid 0.5 


Nucleated erythrocytes per 200 leukocytes 
Normoblasts ....126 14 26 1 
Erythroblasts: 


4 9 3 


Megaloblasts 
Megakaryocytes .... 


upon the lower back by hand, elbow or binder. As 
the posterior iliac region is nearer than are other 
aspiration sites to the direct vascular flow from the 
deeper pelvic structures such as the prostate gland, 
specimens drawn from it may be more likely to 
contain material metastatic from those structures. 
Laboratory of Experimental Oncology, Laguna Honda Home. 
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Analytic Group Psychotherapy 


For Wives and Husbands 


GROUP PSYCHOTHERAPY was first advocated in 
America. Although two students and associates of 
the French psychiatrist, Dejerene, in a book pub- 
lished in 1904 remarked upon the relative improve- 
ment of psychoneurotic patients treated in groups 
in a large ward as compared with the more opulent 
patients treated in private rooms, they did not call 
attention to the significant point, that the patients 
in wards exercised a reciprocal influence on each 
other. In 1905, Dr. Joseph H. Pratt, an internist and 
now professor emeritus of medicine, Tufts College 
Medical School, initiated a system of friendly coun- 
selling and inspirational lectures to groups of pa- 
tients with pulmonary tuberculosis. He called these 
sessions “thought control” and, later, “classes in 
applied psychology.” From 1906 to 1934, he pub- 
lished eight articles on group psychotherapy. 

Many others followed or began that kind of ther- 
apy independently. Some of these are J. L. Moreno, 
witose particular contribution was psychodrama, at 
first with children in Vienna, later at St. Elizabeth’s 
Hospital, Washington, D. C., and Dr. Edward Lazell 
who in 1920 started group psychotherapy at the 
same hospital by means of lectures to patients. Under 
the influence of Dr. W. A. White, a large scale proj- 
ect was started at St. Elizabeth’s with remarkable 
results. L. C. Marsh at Kings Park State Hospital, 
New York, in reporting the good results of group 
psychotherapy, stated that “institutions for mental 
patients should be considered schools rather than 
hospitals—and the mental patient should be re- 
garded not as a patient but as a student who has 
received a ‘condition’ in the great subject of civiliza- 
tion, as most of us understand it, and psychiatry 
should thus approach him with an intent to reedu- 
cate rather than with an intent to treat.” 

Drs. Louis Wender and Paul Schilder, searching 
independently for some means to reach the greatest 
numbers of patients in state mental hospitals, pub- 
lished their findings in 1936. A. A. Low and J. W. 
Klapman in Chicago and Fritz Redl in Detroit pio- 
neered in group psychotherapy. The Slavson Group 
in New York under the sponsorship of the Jewish 
Board of Guardians has been most active and pro- 
lific in research and publication of reports. This 
group has attempted to classify the technique and 
dynamics involved in group psychotherapy. 


140 


I. W. RUSKIN, M.D., Los Angeles 


¢ The practice of group psychotherapy has its 
roots in Freudian dynamics and concepts, and 
varies from play group psychotherapy to ana- 
lytic group psychotherapy, using the dynamics 
of transference, catharsis, interpretation, in- 
sight, ego building, reality, and sublimation. 

This presentation is based on the experience 
of the author with about 40 women patients 
formed in groups at a sanatorium. The majority 
were neurotic, psychoneurotic or manic-depres- 
sive. Several were psychotic. Some of the pa- 
tients were treated in groups that included their 
husbands, after discharge from the sanatorium. 

Analytic group psychotherapy is a concept 
of an attenuated mobile and uncensored so- 
cietal setting, where persons who have failed in 
the larger and harsher social reality may again 
attempt resocialization in a permissive, friend- 
ly, and protected environment. It is not to be 
considered the poor man's makeshift for indi- 
vidual psychoanalysis. Group dynamics facili- 
tate the regression and catharsis necessary to 
produce insight and ego strength, leading to 
more rapid recovery. 

Husband and wife participation in the same 
group led to a more tolerant acceptance by the 
husband of the concept of mental ailment, and 
empathy for the spouse. 

The role of the psychiatrist in group psycho- 
therapy is very similar to that in individual 
psychoanalysis. He represents the reality to the 
patient and the group. He is objective but per- 
missive, and not passive. Therapeutic goals are 
the same as in individual therapy, and may 
focus on the resolution of pre-oedipal conflicts 
or on situational :maladjustments. 


There are several different schools of psychiatry, 
and each practitioner of each school varies the 
application of psychotherapy to meet the needs of 
each patient. Similarly, in group psychotherapy, 
psychiatrists adapt their particular technique to the 
group. And no one method should be considered 
uniquely correct to the exclusion of any other. Slav- 
son and co-workers, after a number of attempts 
classified group psychotherapy into two major cate- 
gories: activity group psychotherapy, and analytic 
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croup psychotherapy. There are several subdivisions 
of each (which, however, tend to overlap one an- 
other) which are adapted for various age groups 
and clinical problems. The subnames suggest the 
techniques: Play Group Psychotherapy, Activity 
Interview Group Psychotherapy, Interview Group 
Psychotherapy, and Analytic Group Psychotherapy. 
Analysis and interpretation, which are rooted in 
Freudian dynamics and concepts,° are the dominant 
features of the latter. 

The present discussion is based on experience 
with group psychotherapy at Resthaven Sanatorium, 
Los Angeles, a 52-bed institution for female patients 
between the ages of 16 and 55 who have relatively 
mild mental ailments and who have sufficient self 
control to be maintained in an open sanatorium. 
The stay of a patient at Resthaven averages 42 days; 
the range is from a few weeks to, in some cases, 
many months. The patients are admitted by court 
commitment, or by referral by community agen- 
cies, by physicians, or by staff members. The ma- 
jority of the patients are “clinic” patients; their 
hospital stay is paid for from public funds, or by 
some community agency, or by themselves, but they 
are assigned to various staff members on a clinic 
or non-pay basis for psychiatric care. 

The author started group psychotherapy at Rest- 
haven about a year ago. Eight women, most of them 
patients of other staff psychiatrists, made up the 
initial group. The intention was to keep it at this 
figure, but since it was an “open end” group (new 
patients being constantly admitted, other patients 
being discharged) the number varied from six to 
double that figure. The length of stay in the group 
varied also with the stay in the hospital and some- 
times the patients were not assigned to the group 
until after they had been in the hospital for some 
time and were psychologically available for group 
psychotherapy. Criteria for eligibility to group psy- 
chotherapy were that the patients had to be of nor- 
mal intelligence, in contact with reality, not in ex- 
tremes of panic or depression, and desirous of par- 
ticipating in this activity. Each patient was given a 
pre-group interview. Patients with various kinds of 
disorders participated — neurosis, psychoneurosis, 
manic-depressive state, and schizophrenia in partial 
remission with the patient in good contact. 

After several months of biweekly group psycho- 
therapy, as the patients were being discharged from 
the sanatorium some of them expressed a need and 
desire to continue with group psychotherapy, and 
the author, after consulting with the staff, continued 
with some of them on a weekly out-patient conva- 
lescent basis. It was suggested that group psycho- 
therapy for out-patients would be of greater bene- 
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fit if it could include the husbands. The group was 
enlarged for co-education of patients with their 
husbands or, in some cases, the mother, and, in one 
or two cases, the daughter. As the therapist had to 
keep the number to manageable proportions in order 
that there might be reasonable participation by those 
attending, it was necessary to terminate the partici- 
pation of those who had attended longest, to make 
room for patients who had recently been discharged 
and who had the greater need for group psychother- 
apy. As some of the patients thus discharged still 
felt they needed group psychotherapy, the author 
formed another group, to meet weekly at his office, 
in which some of the patients participated on a 
private pay basis. Other patients, not included in 
group psychotherapy, asked to be admitted but had 
to be refused for lack of room. 

About forty patients have participated in these 
groups for periods of from two weeks to as much 
as ten months (to date). One-third of the patients 
did not continue participation as out-patients. Of 
the remaining two-thirds, about 25 per cent discon- 
tinued attendance for various reasons, an additional 
25 per cent had to be “graduated,” as previously 
described, to keep the size of the group within 
therapeutic limits, and the rest, at the time of this 
report, were still continuing within one or the other 
of the two out-patient groups. With few excep- 
tions, the patients are married and have been con- 
tinuing in group psychotherapy once a week with 
their husbands, one with her daughter. 

A stenographic report has been made of most of 
the group sessions. During the first three months, a 
volunteer stenographer transcribed shorthand notes. 
Later an electronic tape recorder was used and 
transcripts were made by stenographer-patients in 
the group, who had much interest in listening to 
their own discussions. Some of the sessions were 
not recorded, partly because the subject matter was 
repetitious and partly because the job of transcrib- 
ing became too burdensome. It takes about six 


- hours to transcribe a session of an hour and a half. 


On one occasion, a paranoid patient who was en- 
gaged in a difficult divorce suit was apprehensive 
that the recording of her conversation might be 
used against her in the litigation. However, after 
an explanation by the psychiatrist and consultation 
with her attorney, she continued the group psycho- 
therapy sessions. After the divorce was granted and 
the patient was discharged from the sanatorium, she 
continued with the group psychotherapy as an out- 
patient. 

The patients reported at first that their husbands 
were skeptical and hostile to participation in group 
psychotherapy. Usually, however, after attending 
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several sessions, the husbands developed a_ better 
concept of psychiatry, were enthusiastic in attend- 
ance and participation, and became more tolerant 
and emphatic. Some of them recognized their own 
need for psychotherapy and one supplemented 
group psychotherapy with individual analysis. 

The author’s experience in group psychotherapy 
began a number of years ago at the Veterans Ad- 
ministration Neuropsychiatric Hospital. The subject 
was introduced to the group of patients with a 
series of lectures, as a frame of reference for their 
orientation in the group and as individuals in the 
social structure. The dissertation was called “Human 
Nature and Culture—Two Sides of the Same Coin.” 
The concept is that, assuming reasonably normal 
births, normal constitutions, and normal intelligence, 
the individual then is the product of environment. 
He brings with him all the potentialities for indi- 
vidual development, and his personality is molded 
by the culture and society about him. A step by 
step explanation is given of the scientific research 
supporting this theory. (Pavlov’s experiments in 
conditioned reflex, for instance—producing positive 
reaction to the sound of a bell; and the perverse 
negative reaction: a dog is subjected to a terrifying 
experience on being given meat, until he learns to 
cringe from the good things in a dog’s life.) Addi- 
tional discussion indicates how purely autonomic 
and automatic activities are learned, controlled, or 
changed. This is for the purpose of explaining the 
extent of activities which are unconscious, auto- 
matic, and are subject to conditioning. An explora- 
tion of Freudian research and theory clarifies the 
development of libidinal cathexis, psychosexual 
cycle, attitude formation, defense mechanisms, and 
dynamics, and so to the theory of the conscious 
and unconscious mind. Finally, it is established that 
the individual is sufficiently plastic that he can re- 
learn appropriate feelings and attitudes and unlearn 
exaggerated defense mechanisms, as long as he is 
not organically deteriorated and has a normal in- 
telligence quotient. 


While all the dynamics and techniques used in 
individual analysis are used in group psychoanaly- 
sis, the following are noted and will be specifically 
discussed: Transference, catharsis, interpretation, in- 
sight and/or ego building, and finally social inter- 
action, through reality testing and sublimation. 


TRANSFERENCE 


The ego-involvement of the individual with his 
parents, siblings, teachers, authority and other 
members of society is the dominant determinant 
expressed by his feelings and attitudes in his object 
relationships and to himself. This ego-involvement 
is similarly projected toward the therapist as the 
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father-figure and to the individuals of the group as 
the siblings of his family and as society. The patient 
enters the group emotionally traumatized, with 
acquired fears, anxieties, and self-rejection. Under 
the censorship of the super-ego, he has had to repress 
his feelings and feels guilt-ridden. This has led to 
reaction formation, exaggerated mechanisms of be- 
havior in an attempt to adapt himself to what he 
feels to be a threatening and hostile environment. 
The result is maladjustment, neurosis, and mental 
illness. Finding in the therapist and members of the 
group a miniature social setting, the patient displaces 
upon them these repressed unconscious guilt and 
anxiety-evoking feelings and attitudes. But this is 
an attenuated milieu, less threatening and more 
accepting to the battered ego. This transference in 
the group is the major dynamic, is therefore diluted 
both quantitatively and qualitatively and is there- 
fore less threatening to the patient. It is like a 
desensitizing dose of allergen to one who has 
allergic disease. The ego-involvement between the 
patient and the group (including the therapist) is in 
a metered dosage which he can tolerate. This, how- 
ever, is also a disadvantage since it reduces the 
depth of analysis. Associated with the interaction in 
the group, there is identification and mirror imag- 
ing with other patients. This extends reality object 
relationship which is so defective in these patients. 
Alternating positive and negative transference is 
not uncommon, but the constancy shown by the 
patients in attending the sessions and some very 
real social attachments between husband-wife teams 
to others in the group attest their psychotherapeu- 
tic value. 


CATHARSIS 


Freud based his entire analytic therapy after 
transference upon free association and catharsis, 
which reduce tensions, conflicts, and symptoms. 
Resistance to uncovering repressed feelings is due 
to fear of violating the ego-ideal and therefore re- 
gression to immature urges, interests, and attitudes, 
which are associated with feelings of repressed frus- 
tration, hostility, and sexuality which arouse shame 
and anxiety. It is necessary that the patient be placed 
in an emotional setting where he will feel free from 
fear and misgivings, through acceptance and under- 
standing, and allow himself to regress to stages 
where his emotional development has been arrested 
(fixation). These are the repressed emotional ten- 
sions. The ego-ideal encouraged by the accepting 
therapist and supported by the other members in 
a group where societal censorship is suspended, is 
able to achieve catharsis of repressed emotions. The 
anxiety felt by patients in relation to “obscene” 
words, sex feelings, and hostility to parents, hus- 
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bands, children, and siblings, is considerably re- 
duced when these subjects are discussed in a mat- 
ter-of-fact, uncensored atmosphere. Each becomes 
aware that what she felt to be her secret sin and 
vice is a universal and not unnatural state. 

The resistance of patients to accepting the fact 
of their mental illness is readily overcome when they 
learn that the others in the group who look and 
behave not unlike people in general society, are in 
the sanatorium because of emotional or mental ill- 
ness, similar to their own, and that the stigma 
ascribed to this condition by people in general has 
no validity. The need to keep up the pretense that it 
is a mortal sin not to love husband, mother, or child 
disappears with an understanding of how ambi- 
valence and even strong hostility towards these 
relatives have their genesis in the feelings of inse- 
curity and inferiority which are part of everyone’s 
personality. The analysis of these dynamics greatly 
reduces the feelings of guilt and anxiety and the 
patients mutually encourage each other to regres- 
sion and catharsis. 

Some patients do offer more narcissistic defenses 
in the form of resistance to regression. It may some- 
times be necessary to go beyond analyzing defenses 
and to attack them directly, but this is a risky pro- 
cedure and should be undertaken with considerable 
skill and care. 

Identification transference and mutual support 
often serve to catalyze one another as in evangelical 
revivals, This is a process of universalization and 
gives a feeling of acceptance. 

Group psychotherapy sessions are not always 
friendly and placid, nor are they intended to be. 
On several occasions the author has invited the 
members of the group to analyze and express their 
feelings toward the therapist and each other, with 
some amazing results. The meetings usually end on 
a most friendly note, which is a measure of trans- 
ference and libido gratification and attests to the 
value of the group meeting. The subjects usually 
creating the greatest tensions are feelings of hos- 
tility and destructiveness toward children, parents, 
and husbands in that order, guilt feelings about sex, 
sex practices, homosexuality, feelings of inferiority 
and the concept of mental illness. 


INTERPRETATION — 


Interpretation differs from explanation in that the 
latter is an intellectualization of the manifest con- 
tent whereas interpretation deals with the latent 
feeling and motive. Resistance to repressed emotions 
is often cloaked in rationalization. It is obvious that 
the patient is using this as a defense against anxiety, 
and if the condition is severe, it is sometimes not 
wise to make a direct interpretation which may in- 
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crease the anxiety. In such circumstances, a similar 
but disguised and hypothetical situation is intro- 
duced for group discussion and group interpreta- 
tion, with a request to the anxiety-ridden member 
for her interpretation. The immediate personal situa- 
tion is then resurrected and the particular member is 
usually then able to interpret her feelings and dy- 
namics, with resultant relief of anxiety. While this 
gives understanding and insight, it does not always 
permit this new insight and reason to carry over to 
control emotion and behavior in a future situation. 
But it does improve ego strength and lessen the 
intensity and frequency of emotional conflicts. 

Not all members of a group are equally ready to 
accept an interpretation at the same time, and it then 
becomes necessary to concentrate attention on a par- 
ticular patient. Others show their empathy for this 
patient by giving comparable illustrations of their 
own life situations, which tend to reduce the anxiety 
of the individual, making interpretation more accept- 
able. This is treatment of a patient in a group 
through group treatment. It is not attempted to 
interpret every latent and unconscious motivation 
manifested by patients to the therapist, as patients 
may become overly conscious and analytical of ev- 
erything that is said. Where it is felt that interpre- 
tation might stop regression and catharsis, interpre- 
tation is withheld. 


INSIGHT AND EGO BUILDING 


In group psychotherapy, the individual can see 
his dynamics and defense mechanisms mirrored in 
others and learn to relate the interpretation to him- 
self and others. For example, a 25-year-old patient 
with a very traumatic broken home background, 
where there was a more favored younger sister. She 
has been married five years. Five months ago, she 
gave birth to a daughter and depression developed. 
She is extremely narcissistic, dramatic, and has ele- 
ments of schizoid behavior. At her first appearance 
in the group, she declared how extremely happy 
she and her husband were and how much she loved 
her husband, mother, and daughter who has had to 
be boarded out since birth and whom she sees 
every two weeks. Several days ago, her husband had 
to be admitted to the Veterans Administration Psy- 
chiatric Hospital. Her mother wanted to stay with 
the patient during this period. They both come to 
group psychotherapy. The patient explained the 
crisis in her family and stated she did not want her 
mother to live with her because they get on each 
other’s nerves. She actually had a feeling of relief 
when her husband went to the hospital because she 
and her husband had been rivals; and she refused 
to be intimidated by her mother, who needed to 
stay with her as a socially acceptable gesture for 


143 






her relatives and friends. She stated she was stepping 
out of her “Helen Hayes role,” as her previous play 
acting had been called. Everyone in the group except 
the mother agreed with her decision and several 
offered their help. Through group transference and 
catharsis, she was able to reduce her narcissism and 
her feeling of guilt on the score of her repressed 
hostility toward her family and was able to express 
her hostility. She clearly identified her feelings and 
motives, no longer accused herself of being grossly 
unworthy of her husband and mother, and noted 
some of her husband’s and her mother’s neurotic 
manifestations. Several days later, although faced 
with some real problems because of her husband’s 
hospitalization, she took inventory. of their finances, 
set up a budget, and stated she wanted to bring her 
child home if the therapist approved. 

The need for social acceptance which gratifies 
the ego-ideal is a dominant survival value in neu- 
rotic and psychoneurotic persons. This leads to 
rationalization on the basis of the tensions produced 
by the immediate situation and is a resolution of a 
problem without reality, purpose, or goal. This con- 
catenation often compounds the difficulties of the 
patients. Each can see the real needs of the other 
in the group and each can take a long term per- 
spective of following through to a goal for the 
other. To illustrate: 

One of the patients in a group, a former school 
teacher, mother of two children, is married to a 
husband whose sister is, married to the, patient’s 
brother. The sister-in-law is beautiful, capable, and 
well-to-do. The patient had a pathologic libidinal 
attachment to the brother and is extremely jealous 
and hostile to her sister-in-law, although professing 
great friendship. She has had several mental break- 
downs necessitating sanatorium care and electro- 
shock treatment. Recently, she started back to school 
to take courses in psychology and sociology. Ini- 
tially she had great enthusiasm for the ‘courses, but 
halfway through the semester she became discour- 
aged, fearing failure and ego trauma. She was 
graded “C” in the courses. While she denies that 
she needs or wants anything to make her happy, 
she continually expresses dissatisfaction with her 
husband, children, and home. The group has readily 
interpreted her driving ambition to be first in her 
class, to be the center of attention in the group, to 
get ahead of the Joneses in her group. 


However, the acceptance by the group that such 
needs, drives, and ambitions are universal and that 
the desire to be a leader is not immoral, has helped 
her to continue with her program, which in itself 
may be the stepping stone to something worth 
while. This is ego building. 
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INTRAGROUP DYNAMICS 


Some persons endorse group psychotherapy be- 
cause of its economic virtues. However, the im- 
pression should not be left that group psychother- 
apy is a makeshift made necessary by difficult and 
exceptional circumstances. There is a contagion in a 
group which reduces the individual sense of respon- 
sibility and conscience, and which gives the indi- 
vidual in the uncensored group a sense of collective 
strength. As Freud pointed out, the primitive im- 
pulses flow more easily in group than they do in 
individual relationships—as in the primal horde 
against the totem authority. Where individuals find 
it difficult to adjust to a group because of its social 
fixity, they had no difficulty in adjusting to group 
psychotherapy, because of its social mobility. Be- 
cause of a permissive atmosphere, individuals essay 
expression at regressed levels, and when not cen- 
sored get support for a new ego-ideal. This is real- 
ity testing and they find acceptance for themselves 
as mirrored in the group and the therapist. This is 
an attenuated social group but some are re-trying 
wings that have functioned poorly before and now 
the exhilarating experience encourages them to use 
them again in the more formal society outside. 
Social codes are reevaluated and precept and prac- 
tice are brought more nearly into focus. Horatio 
Alger and Elsie Dinsmore receive the debunking 
they so richly deserve, and the facts of life rather 
than the fantasy begin to have a more robust and 
not less glamorous structure. An inventory of the 
patients’ very real assets and opportunities in reverse 
identification gives them a perspective toward pur- 
poseful living and new goal-directed energy. Seeing 
others with a drive to get well produces an incen- 
tive, by example, toward the same end. 


HUSBANDS AND WIVES 


Group psychotherapy for husbands and wives is 
not to be construed as pink cellophane ersatz for 
the original heaven where marriages are made. All 
the patients are dissatisfied with their spouses, chil- 
dren, parents, life, and themselves. They bring their 
complaints into the group session. The husband is in- 
considerate, lazy, and sloppy. He drops his dirty 
underwear, shirts, and socks all over the home and 
never washes out the bath tub on the infrequent 
occasions when he bathes. He is unfaithful, unattrac- 
tive, uncouth and never has an affectionate gesture 
for the wife. He is not financially successful and has 
none of the esthetic graces that are considered cul- 
tural attainments. He has no understanding and love 
for the wife or her needs. He gets into bed with her 
only to satisfy his sexual desire and leaves her un- 
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satisfied; or else she merely submits to get it over 
with. 

The wife is a poor housekeeper, parasite, incon- 
siderate of the needs of the husband who is out 
battling a hard world for a living. She is sloppy, 
unattractive and has lost her sexual glamour. She 
is also unfaithful or she would be if she had the 
opportunity. She is mean and petty. 

Some husbands were forced into marriage to 
legitimize unborn children. The respective spouses 
had some pre-marriage glamour—now they have 
changed. 

Or have they changed? Granted the non-static 
personality and the gradual changes brought about 
by organic maturation and senescence, they discover 
that the real change is in the apperception of the 
complaining spouse who has shed the rose colored 
glasses with which he or she first appraised his or 
her spouse, and that in the emotional view box, 
there has now been substituted a stigmatic mirror 
which gives a distorted image of the spouse. He or 
she sees: not what is, but what he or she feels as 
reflected in one’s own feeling of inferiority and dis- 
satisfaction with one’s self. 

And so the classes discuss: Why do people get 
married? What is love? What is the reality of the 
marriage union? On paper, the patients’ stories, ex- 
periences, attitudes, and feelings sound sordid, not 
at all like those of a fairy tale princess, for the 
patients are real and are not different qualitatively, 
but only quantitatively, from the so-called normal 
in their feelings, attitudes, and behavior. 

Recrimination openly expressed in the group, 
giving vent to repressed feelings, find universality, 
and therefore become less threatening and less guilt- 
ridden. The luck which the patients had fancied as 
sheltering the domestic lives of other persons at 
last begins to look more nearly like their own, and 
so comes better self-acceptance and understanding 
and acceptance of the spouse. Understanding the 
dynamics underlying the recriminatory behavior 
takes away much of the sting, and husbands and 
wives develop empathy for each other. They need 
no longer so strongly “repress the desire to sin 
and the guilt thereof.” 


THE ROLE OF THE THERAPIST 


The role of the therapist in group psychoanalysis 
is the same as in individual psychoanalysis. It is 
based on transference, catharsis, interpretation, the 
development of insight and ego building, and re- 
orientation to the social group. The therapist should 
have complete anamnesis for each patient, and must 
understand the psychodynamics of each patient, par- 
ticularly the nuclear problem. He must have a plan 
of treatment in relation to a particular patient, as to 
depth of analysis and treatment goals. The therapist 
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must recognize that although patients may have a 
variety of conflicts, all have the same basic tensions, 
primarily associated with parents and secondarily 
with siblings, real or social. He must be prepared to 
deal with libidinal sexual strivings whether for the 
same sex or opposite, and positive or hostile. When 
catharsis is displaced upon the therapist, libido is 
detached from earlier ego involvements, and ego 
defenses are diminished. As emotional conflicts are 
reduced, these patients find that in turn their atti- 
tudes toward parents and others become less tense. 
Slavson called this “transference in reverse.” The 
therapeutic process occurs when, after expressions 
of hostility, release of tension and insight take place, 
resulting in “psychic homeostatis,” integration and 
emotional maturity. 

While the therapist should not be authoritarian, 
he must not be passive. His role is to orient, stimu- 
late, and particularly to understand. Nothing so 
frustrates a patient as the feeling that the psychia- 
trist does not understand. In this permissive climate 
the patient can discuss every subject from hair-dos 
to religion, but the therapist is required to focus 
the discussion within reasonable bounds for rele- 
vancy, and occasionally may have to divert it when 
a subject becomes too anxiety-provoking. Some- 
times patients need supplementary individual inter- 
views to discuss some problem which is too anxiety- 
ridden for them to discuss in the group. 

Therapeutic goals differ from patient to patient. 
As in individual analysis, there is today some pro- 
fessional controversy as to whether it is always 
best to proceed to deep analysis of the pre-oedipal 
basis for neurosis, or to give symptomatic relief by 
helping to resolve the present emotional conflicts 
by dimininishing the ego-ideal and developing a 
more tolerant attitude by the patient toward him- 
self. Termination of treatment calls for both great 
skill and professional acumen. It should be planned 
with a final individual interview as a graduation 
exercise, rather than have it terminate in a desul- 
tory manner which might seem to the patient to be 
the earmarks of failure in another course. 

570 North Rossmore Avenue. 
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Colonic Procidentia 


IRVING L. LICHTENSTEIN, M.D., Beverly Hills, and 
ALEXANDER W. ULIN, M.D., Philadelphia 


PROCIDENTIA OF THE COLON through the anus, while 
not a frequent phenomenon, may occasionally tax 
the ingenuity of the most experienced surgeon. 

The term prolapse is sometimes used to designate 
either of two pathologic conditions of the colon— 
one in which there is herniation of mucous mem- 
brane alone, and the other in which the complete 
wall of the colon descends. In the interest of distinc- 
tion, however, the term procidentia would seem a 
better one for the latter condition. Figure 1 illus- 
trates the pertinent differences. The dotted line rep- 
resents the mucosa, which is involved in both condi- 
tions. Procidentia includes the submucosa, muscula- 
ris and serosa as designated by the solid lines in the 
illustration. 

With eversion of the intestine, the effect is intus- 
susception. The serosa of the intussusceptum slides 
easily over the serous surface of the intussuscipiens, 
with which it is in contact. 

Ordinarily, the often-emphasized perianal sulcus 
(Figure 1, lower right) distinguishes procidentia 
from mucosal prolapse. If only the lowermost seg- 
ment of the rectum is herniated, however, or if the 
herniation is about an artificial anus made in colos- 
tomy, there may be no sulcus, and diagnosis then de- 
pends upon observation of other distinguishing fea- 
tures: 

1. In procidentia, the protruding segment, made 
up as it is of a fold of the entire wall of the colon, 
is thicker and firmer than is herniated mucous mem- 
brane alone. 

2. Usually in procidentia the extent of protrusion 
is greater than in prolapse; most often the length 
of the exposed fold is greater than the diameter of 
the base. 

3. In procidentia the rugae on the protrusion are 
oval, whereas in prolapse they are longitudinal or 
radial. 

4. As the anterior wall of the colon slides down 
farther than the posterior wall, the herniated seg- 
ment of the colon in procidentia tends to curl slightly 
to the rear (Figure 2). 

5. Owing to the inclusion of small bowel in the 
hernia, peristaltic sounds or tympanic resonance on 
percussion may be noted in the herniated sac. 

As both the Mikulicz operation and the Mont Reid 
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* Distinguishing clinically between procidentia 
of the colon and prolapse of only the mucosa 
may be difficult in some cases. Observation of 
certain differential features will aid in diag- 
nosis. Although in some circumstances it may 
seem advisable in surgical repair of procidentia 
to use a procedure that does not necessitate 
laparotomy, such operations are dangerous in 
that they do not permit direct inspection of the 
contents, perhaps vital, of the herniated sac to 
be excised or occluded. 


procedure have been recommended for repair of 
sigmoid procidentia, the following two cases in 
which the patients died are reported to call attention 
to the possible dangers in these operations. 
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Figure 1.—Above, A, incipient prolapse of the mucosa; 
B, prolapse with herniation. Below, corresponding stages 
of procidentia. 
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CASE REPORTS 


‘ Case 1: A man 67: years of age was admitted to hospital 
GH: oie with procidentia at the artificial anus formed in a palliative 
Ge SL, loop colostomy that had been done earlier because of rectal 
cancer with hepatic metastases. Prostatic hypertrophy sub- 
sequently caused retention of urine, and straining at mic- 
turition caused protrusion of the bowel at the abdominal 

opening. ; 

Upon physical examination, protrusion of 18 cm. of the 
distal limb of the bowel was noted. The proximal stoma 
was normal in all respects. The intussusception was reduced 
but it promptly recurred. The circumstances appeared ideal 
for the Mikulicz operation. The redundant portion of the 
bowel was transected approximately 4 cm. distal to the skin. 
In effect, primary anastomosis was performed, and the 
suture line was replaced in the abdomen. Subsequently 
bleeding from the distal limb of the bowel was noted. The 
patient died a fortnight later with clinical icterus and 
fulminating peritonitis. Upon autopsy, multiple perfora- 
tions of a gangrenous segment of distal sigmoid colon, ab- 
scess formation, and pyelophlebitis were noted. In the oper- 
ative procedure a major branch of the left colic artery and 
the marginal artery to the sigmoid colon had been inadver- 
tently sectioned. (See Figure 3.) 


Case 2: An 80-year-old man was admitted to hospital 
because of severe rectal hemorrhage of 24 hours’ duration. 
Severe catharsis at home after several days of obstipation 
resulted in hemorrhage and rectal protrusion. 
Figure 2.—Posterior curving of herniated segment in Upon examination it was noted that there was complete 
procidentia. rectal prolapse with strangulation of the intussuscepted seg- 


Figure 3.—That the Mikulicz operation entails the hazard of inadvertent sacrifice of the supply of bleod to un- 
involved colon is illustrated. Left—A diagrammatic illustration of uncomplicated sigmoid colostomy. Right—A dia- 
gram of an early stage of procidentia, the beginning of the intussusceptive process. The marginal artery, M, and even 
the left colic vessel, C, may become the contents of the hernial sac, particularly as procidentia progresses. With pro- 
gression of the intussusception, the apex, A, protrudes beyond the abdominal wall. Mass ligatures or blind excision 
proximal to this point may then interfere with vital supply of blood to the intestine beyond the operative site. 
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ment. At the apex of the segment was an ulcerating, bleed- 
ing lesion, apparently carcinoma. It was assumed that the 
peritoneal cavity continued down into the prolapsed seg- 
ment. There was no evidence that the small bowel was in- 
volved. The patient was in a state of incipient shock. 

Subsequently, the patient went into profound shock. No 
evidence of obstruction of the small bowel was observed in 
x-ray films. Considering the age and the critical condition 
of the patient, the perforating malignant lesion and strangu- 
lation of the bowel, celiotomy was deemed inadvisable and 
the Mont Reid procedure was employed. Two strangulating 
ligatures were applied to the neck of the herniated seg- 
ment, around a rectal tube. This controlled the hemorrhage 
from the infarcted segment of bowel. However, peritonitis 
developed despite good drainage from the rectal tube. The 
patient died on the fourth postoperative day. 

Upon postmortem examination a pinched-off loop of sig- 
moid colon was noted in the rectovesical pouch. A segment 
of the wall was gangrenous, but the lumen was not com- 
pletely obstructed. Fulminant peritonitis was present. 


DISCUSSION 


Operations of five main types have been suggested 
for repair of procidentia of the colon and rectum: 
Restoration of the pelvic floor, as in the Mayo opera- 
tion; the Martin procedure for suspension of the 
bowel; obliteration of the pelvic cul-de-sac, as de- 
scribed by Moschowits; constriction of the anus and 


rectum; and the Mikulicz operation—transection of 
the intussuscepted bowel. 


The Mikulicz operation may be fraught with dan- 
ger. It and the Mont Reid procedure have much in 
common. Anatomically, they produce the same result 
and both are done without laparotomy. Although in 
the Mikulicz procedure the peritoneal cavity is opened 
and the area about the operative site may be exam- 
ined, nevertheless it is impossible properly to delin- 
eate the vascular tree. Peritoneal contamination is 
more likely than in the Mont Reid method, where 
an eroding suture causes an inflammatory aggluti- 
nation of the peritoneal surfaces. In the Mont Reid 
procedure, it is impossible to determine the nature 
of the contents of the hernial sac that is ligated. (In 
Case 2 reported herein an unsuspected internal her- 
nia was involved and the patient died.) 


Although with regard to the two cases reported 
herein it might be argued that the condition of the 
patients contraindicated celiotomy, with present 
improvement in surgical and anesthetic techniques 
and pronounced advances in supportive therapy, 
“blind” operations done to avoid more extensive 
procedures can hardly be condoned. There is no 
substitute for direct inspection. 

415 North Camden Drive. 


Recommends "Go Slow" on Fluoridation 


After two years the House Select Committee Investigating the Use of Chem- 
icals in Foods has completed its work and, as a last recommendation, asks that 
communities “go slow”. about fluoridating water supplies. While fluoridation 
has been approved by the A.M.A., American Dental Association, U. S. Public 
Health Service and several public health associations, the committee contended 
that there are “too many unanswered questions” and urged further clinical 
study. 


—Reprinted from Capitol Clinic 
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Extragenital Syphilis in Physicians 


_ THEORETICALLY, contracting syphilis by other than 
venereal means should be rare indeed. However, 
when a questionnaire seeking material for a report 
on professional dermatoses! was sent to a number of 
dermatologists, 16 of the 60 who answered reported 
having observed a total of 27 cases of extragenital 
primary syphilitic lesions in physicians. 

Because of the interest expressed in this particular 
item of the report when it was published, the subject 
was pursued further by sending questionnaires to 
another group of dermatologists. Sixty-five more 
answers were received. 

Of the 125 dermatologists who answered the first 
or second questionnaires, 32 reported observing a 
total of 51 cases of extragenital chancres in phy- 
sicians. In many instances, the information given 
was so sketchy that it was impossible to establish 
significant statistical data. 

In 35 instances the lesions occurred on the fingers, 
in six inside the nose, in one on an eyelid, and in 
one on an arm. It may be surmised that the rather 
high proportion of lesions in the nose occurred as a 
result of a patient’s coughing sputum containing the 
organism in the direction of the physician. One of 
the physicians who answered the questionnaire felt 
that such localization might result from picking the 
nose with the finger. 


The contagiousness of mucosal lesions was indi- 
cated by the fact that otolaryngologists were affected 
more commonly than any other well defined group; 
six of the infected physicians were in that specialty. 
Six cases were observed in interns, residents and 
medical students, five in general practitioners, and 
two in pathologists. 


Surprisingly, routine clinical examination of pa- 
tients was the most common means of infection 
(seven cases). In five cases infection was acquired 
in delivery or in pelvic examination. Three cases 
were attributed to needle wounds and three to tonsil- 
lectomy. Apparently two resulted from autopsy ex- 
amination and one from exposure in surgical treat- 
ment. Except in the cases of the needle punctures, 
the statement “not wearing gloves” recurred through 
the reports. 


From the Department of Dermatology, Mount Zion Hospital, San 
Francisco. 
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ERVIN EPSTEIN, M.D., Oakland 


¢ In reply to a questionnaire, 51 cases of extra- 
genital chancres in physicians were reported by 
32 contributors. Thirty-five of these lesions oc- 
curred on the fingers, six inside the nose, one 
on an eyelid and one on an arm. 

Otolaryngologists and medical students, in- 
terns and residents were affected most com- 
monly. 

Examination of patients, deliveries, pelvic 
examinations, needle punctures and tonsillecto- 
mies seemed to be the most dangerous proce- 
dures in this regard. 

Since such lesions in physicians frequently are 
diagnosed as pyogenic or malignant lesions and 
so treated, the importance of a high index of 
suspicion for syphilis is stressed. 


DISCUSSION 


Almost any physician must have recognized at one 
time or another the wide range of attitude among 
his colleagues as to the possibility of becoming 
infected with syphilis in the practice of medicine. 
Some have wholesome fear or morbid dread that 
they themselves might innocently contract the dis- 
ease from a patient; many have an almost scoffing 
attitude toward supposition that any of their fel- 
lows might so become infected. Usually a phy- 
sician who sticks himself with a needle used on a 
syphilitic patient will worry considerably about the 
possibility of infection. It is difficult indeed to soothe 
and reassure the “exposed practitioner.” The most 
extreme example of syphilophobia known to the 
author is that of an intern who, upon learning that 
he was examining a patient with a positive reaction 
in serologic test, rushed out of the room, scrubbed 
and showered furiously, and put all his clothing 
in an autoclave. The result: bizarre raiment, a rather 
extraordinary plastic fountain pen that had been 
left in a pocket, and a somewhat rueful—though 
healthy— intern. 

At the other end of the scale was a syphilologist 
who confirmed a diagnosis of syphilis by darkfield 
examination of material from a lesion on the penis 
of a patient. The patient paid the fee in silver coins 
and left the office. After pointing out to a preceptee 
that the coins were undoubtedly teeming with Tre- 
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ponema pallidum, the specialist pocketed the money, 
advising the gaping student that one ought not let 
superstition interfere with one’s livelihood. 

Of a kindred order are physicians who, upon 
noting an extragenital chancre in themselves, may 
mistake it for pyoderma, forgetting previous expo- 
sure to syphilis, and consult a surgeon. The sur- 
geon’s index of suspicion of syphilis may approach 
zero, and antibiotic and chemotherapeutic agents 
may be administered without a diagnosis. The le- 
sion then may heal, but since the amount of the drug 
given in such circumstances is subcurative, later 
complications remind the physician-patient of the 
seemingly “pyogenic” lesion. 

Another fairly common mistake is the diagnosis 
of malignant disease and amputation of a digit or a 
hand. Unfortunately, the diagnosis of malignant 


change may be “confirmed” by histologic exam- 
ination of a biopsy specimen. Surprisingly, this se- 
quence was not unusual in the reported cases. 
Undoubtedly, the incidence of professionally ac- 
quired syphilis in physicians is low, owing to de- 
creased incidence of the disease, use of rubber 
gloves and aseptic technique. However, the report 
of 51 cases of extragenital primary syphilitic le- 
sions in physicians indicates that a real danger 
exists. Although it is well to reassure exposed col- 
leagues, it is an error to overlook the possibility that 
syphilis can be acquired innocently from patients. 
447 Twenty-ninth Street. 
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VA Economies in Medical Fields 


Veterans Administrator Carl R. Gray, Jr., reporting on his four years as 
head of the organization, listed economies of $137 millions, with approximately 
$40 millions saved in medical fields. His summary was presented to the House 
Veterans Affairs Committee. Savings in the medical department (other than in 
construction and administration) were said to include: 
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1. Reduction and control of number of physical reexaminations for adjudi- 
catory action—$25,250,000 saved. 

2. Standardization of procedure for collection of fees from insurance com- 
panies for hospitalization of veterans with non-service connected conditions— 
$7,200,000, “which would not otherwise have been paid the government by the 
insurance companies.” 

3. Inventory and personnel economies in pharmaceuticals—at least $2 
million. 

4. VA’s operation of its own blood bank program—$3 million saved. 

5. VA’s operation of its own dental laboratories—$2.3 million saved. 

The above economies do not represent reductions in overall spending. VA’s 
total budget for fiscal 1948 was $6,922,457,320, with the medical department 
getting $588,561,819. For fiscal 1952 the total estimated budget was $4,409,- 


265,220, with $703,190,160 for medical activities. 
—Reprinted from Capitol Clinic 


CALIFORNIA MEDICINE 





CASE REPORTS 


© Methemoglobinemia Simulating Bulbar Poliomyelitis 


© Hypertrophic Pulmonary Osteoarthropathy 


Methemoglobinemia Simulating 
Bulbar Poliomyelitis 


ROLLAND A. OLSON, M.D., Eugene, Oregon 


A NINE-YEAR-OLD white boy was admitted to the Los Angeles 
County Hospital January 14, 1951. Several hours earlier he 
had lost consciousness at school and three physicians who 
examined him had concurred in a diagnosis of bulbar polio- 
myelitis. 

Two weeks previously the patient had had fever, nausea, 
vomiting, and diarrhea which lasted four days. Upon physi- 
cal examination the patient was noted to be acutely ill. The 
skin was pale and gray. There was pronounced hypoventila- 
tion and stupor. The patient vomited yellowish lumpy mate- 
rial which was casually referred to as “eggs” by one ob- 
server. 

Oxygen under positive pressure was given while tracheot- 
omy was started. The cut tissues and blood were brown, re- 
sembling chocolate milk, which suggested the diagnosis of 
methemoglobinemia. The laboratory reported a methemoglo- 
bin concentration of 66 per cent before treatment was insti- 
tuted. Five milliliters of 1 per cent methylene blue in 45 ml. 
of normal saline solution was given intravenously. Within an 
hour the patient was talking, the color of the skin was nor- 
mal, and the methemoglobin concentration was 22 per cent. 
The patient then said that he had eaten yellow crayons. (A 
tooth-marked piece of crayon had been found in a pocket 
of his garments.) Several hours later the patient was trans- 
ferred to a private hospital, apparently well except for the 
tracheotomy incision. 


On chemical analysis, the piece of crayon was reported to 
contain dyes of a group which includes benzidine yellow, 
vulcan fast yellow, ceylon yellow, and toner yellow. The 
exact type was not reported because of analytical difficulties 
on the small quantity of specimen. 

Methemoglobin consists partially of iron which has been 
oxidized from the ferrous to the ferric form that does not 
transport oxygen. The process is slowly spontaneously re- 
versible and does not damage the red cell. The symptoms 
result from generalized anoxia. 

Treatment consists of the administration of reducing sub- 
stances. Ascorbic acid acts too slowly and hence is not 
used in the acute form of the disease. Methylene blue intra- 
venously in doses of 1 to 2 mg. per kg. of body weight given 
over a five-minute period is safe and effective. Methylene 
blue acts by speeding the reconversion mechanism of the 
normal cell. 

Primary methemoglobinemia is rare and is due to a con- 
genital biochemical defect in the erythrocytes. Secondary 
methemoglobinemia is usually due to drugs, of which ni- 


From the Service of Dr. A. G. Bower, Contagious Disease Unit, 
Los Angeles County Hospital. 
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trites, sulfonamides, and aniline derivatives are probably 
the most important. Phenacetin and acetanilid have fre- 
quently caused methemoglobinemia owing to their wide- 
spread use. Most cases of poisoning due to the ingestion of 
wax crayons have resulted from orange or yellow crayons. 
Flinn and co-workers reported that the feeding of wax 
crayons to animals did not produce methemoglobinemia. 
They concluded that since relatively few cases of poisoning 
in humans are reported, considering the frequency of wax 
crayon ingestion, the occasional poisoning with the material 
probably can be classed as an idiosyncrasy. 
1085 Washington Street. 
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Hypertrophic Pulmonary Osteoarthropathy 


EDWARD J. SMITH, M.D., PERRY OLSEN, M.D., and 
AARON FINK, M.D., San Francisco 


THE AUTHORS recently observed a case of hypertrophic pul- 
monary osteoarthropathy in which the patient was first ob- 
served because of massive edema of the legs and the edema 
was dramatically relieved upon correction of the primary 
visceral disease. 

Hypertrophic pulmonary osteoarthropathy, Marie’s dis- 
ease, was first described independently and almost simul- 
taneously by Pierre Marie and von Bamberger in 1890. 
Since then, numerous reports have confirmed Marie’s orig- 
inal description of the condition as symmetrical periostitis 
of the four extremities, involving mainly the phalanges and 
terminal epiphyses of the long bones of the forearm and 
leg. These changes sometimes involve the bones of the 
entire limb, and may be associated with dorsal kyphosis 
and some involvement of the joints, resulting in swelling 
of soft tissue and tenderness over the involved areas. Sub- 
periosteal calcification may be observed in roentgen studies. 
The pathologic features are proliferative periostitis with 
subperiosteal new bone formation. 


In the commonly observed simple clubbing of the fingers 
and toes, the involvement is one of soft tissue proliferation 
over the terminal phalanges. Osseous change is unusual. 
When osseous changes of atrophy and absorption of the 
terminal phalanges do occur, they are a late manifestation. 
By definition, in hypertrophic pulmonary osteoarthropathy 

From the Division of Medicine, University of California School 


of Medicine, and the University of California Medical Service, San 
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skeletal changes are invariable." However, whether simple 
clubbing is an early stage of hypertrophic pulmonary osteo- 
arthropathy or a separate entity is not decided. Wither- 
spoon” concluded that the prevailing evidence supports the 
former hypothesis. Weens and Brown” stated that in cases 
of clubbing in which there was bony absorption of the 
terminal phalanges, the absorption was preceded by hyper- 
trophic changes. They presented reports of two cases to 
illustrate the point. Temple and Jaspin,® however, observed 
no such changes. They believed that no bony changes occur 
in simple clubbing of the fingers, and pointed out that 
changes such as those described can be normal variants. 
Cases of Marie’s disease (as in the present instance) in 
which clubbing of the fingers and toes was not present have 
been reported.’ It is generally believed that clubbing can 
occur as a separate entity or as an integral part of Marie’s 
disease. Pattison and co-workers’ stated that the fact that 
osseous change is not a constant finding in simple clubbing 
differentiates it from hypertrophic pulmonary osteoarthrop- 
athy, in which there is always osseous change. 

Hypertrophic pulmonary osteoarthropathy is most fre- 
quently secondary to disease of the thoracic and abdominal 
viscera. However, it has been described in other conditions, 
including thyroid disease’ and chronic myelogenous leuke- 
mia. The primary disease is most commonly pulmonary and 
may be either neoplastic or infectious in character. How- 
ever, the syndrome is also associated with cardiac, hepatic 
and gastrointestinal diseases, such as subacute bacterial 
endocarditis, congenital heart disease, cirrhosis, non-tropical 
sprue’ and mediastinal tumors. A similar syndrome may 
occur as a manifestation of primary idiopathic disease 
(chronic idiopathic hypertrophic osteoarthropathy;’ idio- 
pathic familial osteophytosis‘) predominantly in males at 
puberty and without associated visceral disease. This entity 
is felt to be familial‘ and is quite rare. 

The clinical manifestations of hypertrophic pulmonary 
osteoarthropathy include pain and tenderness of the bones 
and joints and hypertrophy and edema of the soft tissue 
overlying involved bone. The onset is usually insidious, but 
in rare instances may be rapid.° 


Often, as in the case presented here, the involvement 
of the extremities is the first clue to the diagnosis. This is 
more often true in neoplastic conditions than in those of 
inflammatory nature, where the primary disease is usually 
evident long before the onset of hypertrophic osteoarthrop- 
athy.’ 

Craig’ diagnosed Marie’s disease in three cases previously 
diagnosed as rheumatoid arthritis and in one diagnosed as 
acromegaly. (Marie’s original description was written to 
clarify acromegaly and to define conditions which may be 
confused with it.°) 


Pattison and co-workers’ pointed out the dramatic regres- 
sion of symptoms and the swift objective improvement fol- 
lowing removal of the primary lesion either surgically or by 
x-ray therapy. Within a matter of hours, the pain and 
swelling usually subside. Follow-up radiologic studies over 
a long period have not been carried out in many cases, and 
whether the roentgenologically observable changes regress 
or persist will require further study and observation. 

The pathogenesis of hypertrophic pulmonary osteoarthrop- 
athy remains a mystery.””*’ Endocrine,’ vascular’ and 
chemical* factors have been investigated without yielding 
an answer. Some change in the peripheral blood flow and 
consequent alteration in oxygenation of tissues seems to be 
the most likely explanation at present.’ 

The condition may be present without producing symp- 
toms or signs. Therefore, it would probably be noted more 
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frequently if detailed x-ray studies of the extremities were 
done in all patients with carcinoma of the lung.* The value 
of recognizing this condition, however, lies in the occasional 
case in which it leads to the early diagnosis and treatment 
of pulmonary neoplasm. 


REPORT OF A CASE 


A white man 65 years of age noted swelling of both legs 
up to the knees ten days before admittance to the hospital. 
For three days the swelling had been so severe and the 
pain so intense that the patient had been bedridden at 
home. The patient had smoked two packages of cigarettes 
daily for about 40 years. For the past 20 years he had a 
“cigarette cough,” which was productive of small amounts 
of yellowish mucus when he awakened in the morning. For 
the preceding year the patient had noted nocturnal wheez- 
ing that was relieved by sitting up and by using a pro- 
prietary gargle, after which sleep was undisturbed. No loss 
of weight had occurred. There were no other symptoms 
referable to the lungs. 


The patient was well developed, appeared to be well 
nourished and in no distress. The blood pressure was 120 
mm. of mercury systolic and 75 mm. diastolic, the tem- 
perature 98.6° F., the pulse rate was 90 per minute, and 
respiration 24 per minute. Both legs were greatly swollen 
from the knees down, with a firm, pitting edema. The skin 
over this area seemed somewhat warmer than elsewhere, 
and there was definite tenderness of the ankles and over 
the shafts of the tibiae. There was no tenderness or thicken- 
ing of the veins of the legs. Homan’s sign was not present 
and no venous collateral circulation was evident. There 
was no clubbing of the fingers or toes. 


Both hands seemed large and wide, but the patient stated 
that they had always been so. There was no tenderness or 
edema of the upper extremities. 


Wheezes and a few crepitant rales were heard over the 
upper lobe of the left lung. 


The circulation time, arm to tongue, with 10 per cent 
magnesium sulfate, was 20 seconds; arm to lung, with 
ether, it was 6 seconds. The venous pressure was 9 cm. of 
water. The hemoglobin content was 11 gm. per 100 cc. of 
blood. Leukocytes numbered 10,500 per cu. mm.—80 per 
cent filamented polymorphonuclear leukocytes, 6 per cent 
non-filamented polymorphonuclear leukocytes, 2 per cent 
eosinophilic leukocytes and 12 per cent lymphocytes. Results 
of the urinalysis were normal. The serum albumin content 
was 4.1 gm., and the serum globulin 3.2 gm. per 100 cc. 
The non-protein nitrogen content of the blood was 31 mg. 
per 100 cc. Sputum was negative for tubercle bacilli on 
three examinations. The vital capacity was 2,200 cc. Stool 
specimens were negative for occult blood. The femoral ar- 
terial blood oxygen saturation was 74 per cent and the 
femoral venous blood oxygen saturation was 68 per cent. 
The patient’s hands, suspended in water, displaced 550 cc. 


In x-ray films of the chest a mass in the hilum of the left 
lung and segmental atelectasis of the superior anterior 
segment of the upper lobe consistent with bronchogenic 
carcinoma or pulmonary tuberculosis were noted. Studies 
were made of the sputum by the Papanicolaou technique 
on three occasions, and cells suspicious of malignant disease 
were noted twice and definitely malignant cells once. In 
bronchoscopic examination the corina of the upper lobe of 
the left lung was observed to be congested and thickened, 
with a copious secretion coming from the bronchus of the 
upper lobe. A biopsy specimen and material for a smear 
were taken. Malignant cells were noted in the smear, and 
non-specific inflammation in the biopsy specimen. In x-ray 
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Figure 1.—Pathological specimen, left lung. 


films of the extremities, subperiosteal new bone formation 
was noted in the tibiae, fibulae and distal ends of the 
femora. 


The patient was treated with penicillin and aminophyllin 
and prophylactically with quinidine (to prevent arrhythmia) 
prior to thoracotomy. A bronchiogenic carcinoma involving 
the entire upper lobe of the left lung and invading the 
lower lobe and the hilum was observed at operation. Left 
pneumonectomy was done but it was impossible to remove 
all the involved tissue from the mediastinum. Upon patho- 
logical examination the upper lobe of the lung was noted 
to be enlarged and firm. On the cut surface of the upper 
lobe there was an area of firm, gray-white, homogeneous 
tissue, not too well circumscribed and about 5 cm. in diam- 
eter (Figure 1). Microscopically, large sheets of pleomor- 
phic cells with pyknotic nuclei and many mitotic figures 
were noted. Much inflammation and necrosis were present. 
Malignant cells were present in the bronchial lumen. The 
pathological diagnosis was bronchogenic carcinoma. 

The swelling and tenderness of the legs subsided com- 
pletely the first postoperative day (Figure 2). The hands 
displaced 450 cc. of water. The patient stated that his legs 
and hands were of normal size and that, with retrospection, 
he recognized that his hands had been swollen. Subperios- 
teal calcification was noted in x-ray films ten days and 
one month after operation. A month postoperatively there 
was no recurrence of symptoms and the patient felt well. 
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Figure 2.—Left, preoperative; right, postoperative. 


SUMMARY 


A case of bronchogenic carcinoma is presented, in which 
the presenting symptoms were due to hypertrophic pulmo- 
nary osteoarthropathy. Following pneumonectomy there was 
complete regression of the soft tissue swelling, without evi- 
dence of any change in the skeletal manifestations. In cases 
of swelling and pain of the extremities of obscure origin, 
this entity should be considered and a search made for 
visceral, especially pulmonary, disease. 
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The Medical Services Commission 


As THE TERM itself implies, and to the extent that 
its growth and development are the concern of both 
a profession and a business, health insurance is a 
hybrid creature torn between the ethics, traditions 
and customs of medicine and the practices and 
standards of the insurance industry. When, to the 
term “health insurance” is added the modifier “com- 
pulsory,” the creature degenerates from hybrid to 
mongrel, and the conflicts of interest between pro- 
fession, business and bureaucracy increase from the 
warm to the inflammatory. 


Most of the roadblocks in the orderly development 
of voluntary health insurance have been the result 
of the basically antithetic points of view of the med- 
ical profession and the insurance business and the 
consequent inability of each to see the big problems 
of health insurance through the eyes of the other. 
Good medicine may well seem to be poor business, 
and the reverse may also sometimes be true. 

It is obvious that voluntary health insurance can 
succeed only if it be based both on sound business 
practices and on valid ethical principles of good 
medicine. But, too often, the seemingly only pos- 
sible solution to any given problem of health insur- 
ance fulfills only one of these criteria. 

The medical profession has accepted health insur- 
ance as a modern social need. Having done so, it has 
assumed a degree of responsibility to make it work. 
And obviously, if it is to work, these apparently 
irreconcilable conflicts between the traditions and 
ethics of medicine and the standards of good busi- 
ness must somehow be resolved. To resolve them, 
the medical profession must first determine those 
elements of ethical medical practice with which 
health insurance, to be good and acceptable, must 
not interfere. Further, it must delineate those modi- 
fications of the traditional pattern of medical prac- 
tice which the profession can accept as being neces- 
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sary if the insurance principle is successfully to be 
applied to health costs. So far, then, as medicine is 
concerned, the basic questions are: Of which of its 
jealously guarded customs and traditions must the 
profession accept modification, and upon which 
must it stand as upon the ramparts, permitting no 
breach of their tenets? 

To forge an instrument to pursue these answers, 
the House of Delegates of the California Medical 
Association at its annual session in April 1952 
adopted a resolution creating a Medical Services 
Commission. To quote the resolution: “...a per- 
manent Medical Services Commission... is hereby 
created whose function it shall be to study, keep 
records upon and recommend action to the Califor- 
nia Medical Association and its component bodies 
on all types of prepaid medical care, including 
C.P.S., insurance company plans, industrial acci- 
dent schedules, union labor plans, voluntary, com- 
pulsory, governmental and non-governmental plans 
...” The Commission is to consist of nine members, 
serving staggered terms of three years. That Com- 
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mission has been appointed, organized and is now 
functioning. 

At the beginning of its work, the Commission will 
undoubtedly lean heavily on the enormous amount 
of relevant and already codified data accumulated 
by the still-functioning C.M.A.-C.P.S. Study Com- 
mittee. But, to serve its highest purpose, the Com- 
mission must distill from this data good answers to 
the question of what role the medical profession 
should and must play in the broad socioeconomic 
field of health insurance. 

May we hope, or perhaps might we better pray, 
that the Medical Services Commission will measure 
up to its opportunities and its responsibilities—the 
manner and degree of their fulfillment may well 
shape in large part the future of the private practice 
of medicine. 


MEDICAL SERVICES COMMISSION 


The members of the Medical Services Commis- 
sion, recently appointed in compliance with a reso- 
lution passed by the House of Delegates, are: 

Term Expires 
Lestie Macoon, M.D., chairman............ San Jose 1955 


Ratpw TEALL, M.D., vice-chairman........ Sacramento 1955 


Houris b. Ganwey MB cicn cacti Gridley 1955 
Henry Grssons III, M.D., secretary......San Francisco 1954 
Epwarp C. Rosenow, M.D.....................-- Pasadena 1954 
H. Gorpon MacLean, M.D....................... Oakland 1954 
E. R. Lampearson, M.D... Los Angeles 1953 
Janus BD: Twin: MDa San Diego 1953 
PE. Pate Lansow, We... Los Angeles 1953 





LETTERS to the Editor... 





I AM WRITING you with reference to the article 
“Relationship of Delivery Date to Predicted Date,” 
by Dr. Edward Liston, CALIFORNIA MEDICINE, 76: 
395, June 1952. I feel that Dr. Liston’s conclusion, 
“the data confirm a clinical impression that delivery 
is twice as likely to be late as early,” is a rather 
devious statement of the facts he observed. It would 
seem more fair to state that the prediction of de- 
livery date as 280 days after the first day of the last 
menstrual period was in error, and that the date 
should be chosen as either 283 or 284 days. In this 
case, the median point of the data would be more 
exactly expressed. In view of the common tendency 
of humans to be impatient, I suppose it would be 
better to use 284 days so that a few more people 
would deliver early than late. Judging by the slight 
irregularities in the data submitted, I would think 
that 1300 consecutive deliveries are probably too 
few on which to base such conclusion in any event, 
since a smooth curve of the normal distribution 
type would be expected. A series of perhaps ten 
times this number might give a better evaluation of 
the point Dr. Liston makes, although it may well be 
correct that a prediction of 280 days is too few for 
the average woman. 


I am dropping this note to you in the interest of 
better statistical practice; | am sending Dr. Liston a 
copy, but whether you choose to publish it or not 
does not appear to me to be of any great importance. 


Lewis G. Jacoss, M.D., 
Oakland 


VOL. 77, NO. 2 + AUGUST 1952 


IN REPLY to Dr. Lewis G. Jacobs’ letter, I realize that 
the delivery dates of women in Palo Alto do not 
“prove” a universal rule valid, for example, in Lon- 
don or Shanghai. The figures I collected do what they 
were expected to do—confirm to my satisfaction a 
strong pre-existing clinical impression that more 
women deliver after the standard predicted date than 
before the standard predicted date which is accepted 
as 280 days after the first day of the last menstrual 
period. 

If Dr. Jacobs wishes to change the standard pre- 
diction tables to a 284 day basis, I have no objec- 
tion. The chart suggests, however, that 280 days is 
a good enough rule of thumb since it seems to be 
in the middle of the six-week period in which 
delivery usually takes place. 

Dr. Jacobs writes, “in the interest of better statis- 
tical practice.” After consulting an authority on 
statistics and forecasting, I find that no apology is 
necessary for my “statistical practice” in this in- 
stance. The data were taken at random; they were 
adequate in number; and they produced a suffi- 
ciently smooth curve. Dr. Jacobs makes the assump- 
tion that with ten times as many cases “a smooth 
curve of the normal distribution type would be 
expected.” There is no statistical expectation that a 
bell curve, which applies to the distribution of purely 
chance characteristics, would necessarily apply to 
a natural phenomenon such as the onset of labor. 
Multiplying the cases by ten or by a hundred would 
not be likely to change the character of the skewed 
curve produced by 1,300 cases to a symmetrical bell 
curve or any other type of curve. 

Epwarp Liston, M.D., 
Palo Alto 
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Council Meeting Minutes 


Tentative Draft: Minutes of the 394th Meeting of the 
Council of the California Medical Association, San 
Francisco, June 21, 1952. 


The meeting was called to order by Chairman 
Shipman at 9:30 a.m., Saturday, June 21, 1952, in 
Room 210 of the St. Francis Hotel, San Francisco. 


Roll Call: 

Present were President Alesen, President-elect 
Green, Councilors Wheeler, Loos, Sampson, Morri- 
son, Dau, Montgomery, Lum, Bostick, Pollock, 
Frees, Carey, Shipman, Kirchner, Varden and 
Heron; Secretary Daniels and Editor Wilbur. 

Absent for cause: Speaker Charnock, Vice- 
Speaker Bailey, Councilors West and Ray. 

A quorum present and acting. 

Present by invitation during all or a part of the 
meeting were Messrs. Hunton, Thomas, Pettis, Gil- 
lette and Clancy of C.M.A. staff; legal counsel Has- 
sard; Mr. Ben H. Read, executive secretary of the 
Public Health League of California; Doctor Dwight 
H. Murray, chairman of the Committee on Public 
Policy and Legislation; Doctor Donald Cass, Mr. 
William M. Bowman, Mr. Thomas Hadfield and Doc- 
tor Francis T. Hodges of California Physicians’ 
Service; Mr. Ned Burman of public relations coun- 
sel, and county society executive secretaries Water- 
son of Alameda-Contra Costa, Everett Bannister of 
Orange, William T. Nute of San Diego and Boyd 


Thompson of San Joaquin. 


1. Minutes for Approval: 

(a) On motion duly made and seconded in each 
instance, minutes of the 389th to 393rd, inclusive, 
meetings of the Council, held April 26 through 
April 30, 1952, were approved. 

(b) On motion duly made and seconded, min- 
utes of the 231st meeting of the Executive Commit- 
tee, held April 30, 1952, were approved. 
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Vi) 


2. Membership: 

(a) A report of membership as of June 19, 
1952, was received and ordered filed. 

(b) On motion duly made and seconded, mem- 
bers (1,105) whose 1952 dues had been received 
since April 30, 1952, were voted reinstatement. 

(c) On motion duly made and seconded in each 
instance, five applicants were voted Associate Mem- 
bership. These were: John L. Barritt, Leo Hollister, 
and William Reilly, San Francisco County; Robert 
M. Manson and John B. Peschau, Jr., Santa Clara 
County. 

(d) On motion duly made and seconded in each 
instance, nine applicants were voted retired mem- 
bership. These were: Robert E. Grogan and John W. 
Hopkins, Los Angeles County; Walter P. Winters, 
San Diego County; Frank Hinman and William J. 
Kerr, San Francisco County; K. W. Hidy, San Joa- 
quin County; Albert John Swanson, Santa Barbara 
County; Stanley Dougan, and Edward Newell, Santa 
Clara County. 

(e) On motion duly made and seconded in each 
instance, sixteen applicants were granted a reduc- 
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JOHN W. GREEN, M.D. . . President-Elect 
DONALD A. CHARNOCK, M.D... . . . . . Speaker 
WILBUR BAILEY, M.D. . 

SIDNEY J. SHIPMAN, M.D. 
ALBERT C. DANIELS, M.D. . . Secretary-Treasurer 
DONALD D. LUM, M.D. . Chairman, Executive Committee 
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tion of dues because of illness or postgraduate 
study. 

(f) Discussion was held on the application of one 
physician for membership in a component society. 
It was pointed out that the county societies are the 
sole judges for admission of applicants into member- 
ship and, on motion duly made and seconded, it was 
voted that the secretary prepare a letter to that 
effect to the applicant. 

(g) A request from the Los Angeles County Med- 
ical Association for the appointment of a referee 
in two disciplinary proceedings was discussed. The 
Executive Committee had previously authorized 
such appointment and on motion duly made and sec- 
onded, the Council voted approval of the action 
and the referee selected by the Executive Committee. 

(h) An appeal from the decision of the Council 
of the Alameda-Contra Costa Medical Association 
in a disciplinary proceeding was discussed. On mo- 
tion duly made and seconded, it was voted to notify 
the appellant and the component society that the 
Council would hear the appeal on the date of the 
next Council meeting scheduled to be held in San 
Francisco. 


3. Financial: 

(a) A report of bank balances as of June 19, 1952, 
was received and ordered filed. 

(b) A report of revenues and expenditures for 


May and for the eleven months ended May 31, 1952, 


was received and ordered filed. 


(c) On motion duly made and seconded, unani- 
mous approval was voted for a contribution of 
$1,000 to the World Medical Association, on the 
condition that the organization be advised that this 
action carried with it the express desire of the Asso- 
ciation that no part of such funds be used in any 
way in support of proposed consolidated world gov- 
ernment programs. 

(d) A request from the National Society for 
Medical Research for a contribution was read and 
it was regularly moved, seconded and voted to 
acknowledge receipt of the request. 


4. Committee on Scientific Work: 


Discussion was held on proposals to offer an hon- 
orarium to guest speakers or to provide for the 
payment of travel expenses for their wives in attend- 
ing Association meetings. It was agreed to continue 
on the present basis, which does not provide for 
either honoraria or payment of wives’ travel ex- 
penses. 


5. Committee on Public Health and Public Agen- 
cles: 


Doctor Pollock discussed a proposed statement 
on District Hospitals, which had been drawn ten- 


VOL. 77, NO. 2 + AUGUST 1952 


tatively and for which several proposals had been 
made for amendments. Doctors Pollock and Carey 
were instructed to revise the original statement and, 
on motion duly made and seconded, the revised 
statement was approved. A copy is attached as a part 
of these minutes. 


6. California Physicians’ Service: 


Doctor Francis T. Hodges, secretary; Mr. Wil- 
iiam M. Bowman, executive director, and Doctor 
Donald Cass, president of C.P.S., reported on the 
current status of the organization, distributed a 
financial report and discussed the situation concern- 
ing abuses in billings by some physicians. It was 
brought out that adverse public relations reactions 
may be engendered by editorials in county society 
bulletins. A motion was made and seconded, to sug- 
gest to county societies that the services of the C.M.A. 
public relations staff would be available to consider 
the public relations aspects of such editorials. On 
a supplementary motion, it was seconded and voted 
to table this motion. 

A letter from Doctor Wilbur Bailey, chairman of 
the C.P.S. Study Committee was read and discussed. 
On motion duly made and seconded, it was voted 
to approve one proposal of the committee and the 
C.P.S. Board of Trustees, which calls for the Council 
to go on record as follows: 

“We further recommend that each county med- 
ical society maintain a committee to function as an 
internal self-disciplining agency available to C.P.S., 
insurance companies, the members of the county 
society, and to the public generally for mediation 
and, if necessary, action in instances of abuse. This 
committee should also serve to provide liaison be- 
tween C.P.S. and the county medical society.” 

On motion duly made and seconded, approval 
was voted of a second recommendation, which calls 
for “the Council of the C.M.A. [to] undertake to 
negotiate with the Boards of Trustees of Blue Cross 
plans in California and the California Hospital As- 
sociation to achieve cooperation between Blue Shield 
and Blue Cross necessary to the best interests of the 
patient .. .” An amendment to this motion, seconded 
and voted, called for the initial appointment of a 
committee of three members from each organiza- 
tion as a starting group. 


7. Nursing: 


Doctor Howard Naffziger reported on a meeting 
held by his Committee on Nursing with a group of 
practical nurses who wish to have their own licens- 
ing board established. Public hearings are now be- 
ing held on proposed regulations to govern the 
licensing of vocational nurses, some of the pro- 
posals being held to be inimical to the interests of 
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the public in that the regulations will make the 
field of vocational nursing unattractive to students 
contemplating this field and will do very little 
toward alleviating the shortage of bedside nurses. 
On motion duly made and seconded, it was voted 
that the Association be represented at these hearings 
and that attempts be made to secure vocational 
nurse regulations which would offer a better oppor- 
tunity for students to secure practical training and 
registration. 


8. Blood Banking: 


Doctor Donald C. Harrington of Stockton ad- 
dressed the Council on the blood banking situation 
there, where the American Red Cross has expressed 
a willingness to meet with C.M.A. officers to discuss 
the possibility of the San Joaquin County Medical 
Society taking over the present Red Cross blood 
center under terms to be arranged on a mutually 
acceptable basis. On motion duly made and sec- 
onded, it was voted to refer this question to the 
Executive Committee, which, if members of the 
Blood Bank Commission are agreeable, could pro- 
ceed to arrange such a meeting. 


9. State Department of Public Health: 

Doctor Wilton L. Halverson, state director of 
public health, reported that polio cases are running 
at about the equal of 1951. He also stated his desire 
to confer with the Association’s legislative repre- 
sentatives on matters of local health department 
assistance to meet epidemic threats, radiological 
safety measures and questions on the continuance or 
discontinuance of current premarital examination 
requirements. 


10. Committee on Postgraduate Activities: 


On motion duly made and seconded, it was voted 
to appoint Doctor Lester S. Gale of Bakersfield a 
member of the Committee on Postgraduate Activi- 
ties, to succeed Doctor Thomas Collins, resigned to 
reenter active military service. 


11. Advisory Planning Committee: 


Mr. Hunton reported on a meeting of the com- 
mittee the preceding day and requested the Council 
to appoint Mrs. Jane Algeo Watson, executive sec- 
retary of the Sacramento Society for Medical Im- 
provement, as a member of the committee. On mo- 
tion duly made and seconded, this appointment was 
voted. 

Mr. Hunton also called attention to a pamphlet 
entitled “Health Record” which may be reproduced 
and distributed to parents of grammar and high 
school students. The committee recommended that 
copies of this pamphlet be distributed in several 
key counties on a trial basis as a part of the Asso- 
ciation’s public relations program. 
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Mr. Clancy, director of public relations, discussed 
the need for arriving at a code of conduct to govern 
physicians who may be asked to appear on televi- 
sion programs. Such a code is under draft at present 
and will be brought before the Council for approval. 


12. 1952 House of Delegates’ Actions: 


It was regularly moved, seconded and voted that 
the President appoint a nine-member Medical Serv- 
ices Commission, subject to the approval of the 
Executive Committee. 

On motion duly made and seconded, a resolu- 
tion dealing with the Crippled Children’s Act was 
voted referred to the Committee on Public Health 
and Public Agencies. 


13. Delegates to American Medical Association: 


On motion duly made and seconded, the resigna- 
tion of Doctor Russel V. Lee as an alternate dele- 
gate to the A.M.A. was accepted. Doctor Lee already 
serves as an A.M.A. delegate from the Section on 


Military Medicine. 


14. Legal Department: 


Mr. Hassard reported on a proposed piece of leg- 
islation which would establish a new licensing board 
in chiropody. He also reported on work being done 
on proposed licensure for psychologists. 


15. Public Policy and Legislation: 


Doctor D. H. Murray and Mr. Ben Read reported 
on the results of the primary election and stressed 
the importance of physicians’ participating in the 
final elections. Report was also made on the appear- 
ance of Councilor Morrison before an interim com- 
mittee considering the establishment of a rehabili- 
tation center. It was regularly moved, seconded and 
voted that Doctor Morrison continue to represent 
the Council on this matter. 

Discussion was held on a program being pro- 
moted by one physician to secure signatures to a 
pledge to uphold traditional American ideals of 
free competitive enterprise. On motion duly made 
and seconded, it was voted to approve the principles 
cited in this proposal. 

On motion duly made and seconded, it was voted 
to purchase 5,000 pamphlets on American ideals for 
distribution by the Woman’s Auxiliary. 


16. C.M.A. Mailing List: 


(a) On motion duly made and seconded, it was 
voted to permit the San Francisco Heart Association 
to use the Association’s mailing list to send out an 
announcement of a scientific symposium. 

(b) Discussion was held on a request for the 
Association to mail a new pediatrics pamphlet to 
some 7,500 physicians in the state. On motion duly 
made and seconded, it was voted to send these 
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pamphlets to the county societies for distribution 
at meetings or through other means. 


17. Conference on Training of Medical Care Ad- 
ministrative Personnel: 

Doctor Daniels reported on a conference planned 
for June 26-27 at the School of Public Health, Uni- 
versity of California, on the training of medical 
care administrative personnel. It was agreed that 
the Association should observe this conference. 


18. Time and Place of Next Meeting: 
It was agreed that the next meeting of the Council 
be held in Los Angeles on September 6, 1952. 
Sipney J. SHipMAN, M.D., Chairman 
Aubert C, Daniets, M.D., Secretary 


Statement of Principles on 
District Hospitals 

(As approved by the Council of the California Medical 
Association, June 21, 1952) 

1. The Council recognizes the existence of a num- 
ber of hospital districts which have built or may in 
the future construct hospitals. In addition there are 
many small hospitals, which have been constructed 
by funds voluntarily contributed by the community. 
These hospitals, operating, building or planning, are 
a part of the present and future economy of the State 
of California. 

2. Since district and small community hospitals 
and their professional staffs have the same interest 
in high quality of patient care as do hospitals in 
larger cities, hospitals in smaller cities and physi- 
cians practicing in them have a fundamental respon- 
sibility to maintain high professional and other stan- 
dards in these hospitals. 

3. The Council believes the district hospitals 
should be operated on the highest possible plane for 
the care of the sick and the protection of the public 
under rules and regulations to meet the standards 
of approval by American Medical Association and/ 
or American College of Surgeons. The Council will 
also encourage local county medical societies to as- 
sist in the maintenance of acceptable standards in 
all hospitals in their respective areas. 

4. Toward this end the Council will support legis- 
lation which it believes to be in the public interest 
and will oppose legislation which it considers inim- 
ical to that interest. 

5. District and community hospitals should oper- 
ate on a self-sustaining basis. 

6. The Council believes that district hospitals 
should be planned with a realistic appraisal of the 
current and immediately foreseeable needs of the 
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district and that where a question exists as to the 
advisable size of the hospital, plans should be made 
on the basis of minimum initial construction with 
provision for future additions. 


7. The Council believes that district hospitals 
should be built and maintained as general hospitals 
for the care of the sick and should not endeavor to 
provide for medical indigents or others who are 
provided for under other auspices, such as county 
hospitals. 


8. The Council believes the availability of an ade- 
quate staff of doctors of medicine is of utmost im- 
portance in considering location of district and 
community hospitals. The appointment of adequate 
consulting staffs to these institutions is also recom- 
mended. 


9. The Council recognizes the autonomy of the 
component county societies of the California Med- 
ical Association and their individual members and 
their right to approve or oppose, on grounds of a 
local nature, any proposed activities by hospital dis- 
tricts. In this connection, the California Medical 
Association refrains from entering into any hospital 
district proposals, whether they be for formation, 
financing or expansion purposes, except on the ex- 
press request of the county medical society in the 
district. 


Proposed Constitutional Amendments 
(First Publication) 


Following are the proposed amendments to the 
Constitution of the California Medical Association 
that were introduced at the 1952 Annual Session 
and were carried over for action at the Interim Ses- 
sion. Both have been referred to Reference Commit- 
tee No. 4, which is to make its report upon them 
available to delegates at least 30 days before the 
opening of the 1952 Interim Session in San Fran- 
cisco, December 6, 1952. California Medical Asso- 
ciation members who wish to record opinions on 
any of the proposed amendments may send them to 
the chairman of Reference Committee No. 4, Arthur 
A. Kirchner, M.D., 2007 Wilshire Boulevard, Los 
Angeles. 

Submitted by Lyle G. Craig for Reference Committee No. 

3, Interim Session, December, 1951. 

Resolved, That the Constitution of the California 
Medical Association be amended as follows: 

That in Article IV, Section 1, the first sentence be 
amended by deleting the word “regular” and insert- 
ing in its stead the word “Annual,” so that this first 
sentence shall read: 

“At each Annual Session the House of Delegates 
shall, by a majority vote, fix the annual dues to be 
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paid by members of the Association for the ensu- 
ing calendar year.” 
The remainder of Section 1 shall be unchanged. 


* * * 


Submitted by Lyle G. Craig for Reference Committee No. 
3, Interim Session, December, 1951. 


Resolved: That the Constitution of the California 
Medical Association be amended as follows: 


That in Article IV, Section 5, the first sentence be 


amended by striking out the word “regular” and 
inserting in its stead the word “Annual,” so that the 
first sentence shall read: 


“At each Annual Session of the House of Dele- 
gates the Council shall submit to it an itemized bud- 
get stating the proposed expenditures of the Asso- 
ciation for the ensuing year.” 


The remainder of Section 5 shall be unchanged. 


In Memoriam 


Amos, Cuartes W. Died in Long Beach, May 26, 1952, 
aged 54. Graduate of the University of Kansas School of 
Medicine, Lawrence-Kansas City, 1935. Licensed in Califor- 
nia in 1944, Dr. Amos was a member of the Los Angeles 
County Medical Association, the California Medical Associa- 
tion, and the American Medical Association. 


+ 


Bays, Joun N. Died in San Bernardino, June 14, 1952, 
aged 87. Graduate of the University of Pennsylvania School 
of Medicine, Philadelphia, 1886. Licensed in California in 
1887. Dr. Baylis was a member of the San Bernardino 
County Medical Society, the California Medical Association, 
and the American Medical Association. 


+ 


Bercer, Max M. Died April 30, 1952, aged 44, of coro- 
nary artery disease. Graduate of Rush Medical College, Chi- 
cago, 1935. Licensed in California in 1942. Dr. Berger was 
a member of the San Francisco Medical Society, an asso- 
ciate member of the California Medical Association, and a 
member of the American Medical Association. 


+ 


BerRwALp, Witu1AM P. E. Died in Patton, June 11, 1952, 
aged 41. Graduate of Syracuse University College of Medi- 
cine, New York, 1935. Licensed in California in 1949. Dr. 
Berwald was a member of the San Bernardino County Med- 
ical Society, the California Medical Association, and the 
American Medical Association. 


+ 


Cress, Peter J. Died in Garmisch, Germany, May 30, 
1952, aged 70, of coronary occlusion. Graduate of Marquette 
University School of Medicine, Milwaukee, 1908. Licensed 
in California in 1942. Dr. Cress was a member of the Yuba- 
Sutter-Colusa County Medical Society, the California Med- 
ical Association, and the American Medical Association. 


+ 


Diver, Frepertck W. Died in Marysville, June 21, 1952, 
aged 80, of myocardial infarction. Graduate of George Wash- 
ington University School of Medicine, Washington, D. C., 
1904, Licensed in California in 1922. Dr. Didier was a mem- 
ber of the Yuba-Sutter-Colusa County Medical Society, the 
California Medical Association, and the American Medical 
Association. 


+ 


Eaton, H. Douctas. Died in Los Angeles, May 24, 1952, 
aged 66, of coronary thrombosis. Graduate of Columbia 
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University College of Physicians and Surgeons, New York, 
1911. Licensed in California in 1921. Dr. Eaton was a 
member of the Los Angeles County Medical Association, 
the California Medical Association, and the American Med- 
ical Association. 


+ 


Gustarson, Axe. W. Died in Gustine, May 14, 1952, aged 
71. Graduate of the College of Physicians and Surgeons, Los 
Angeles, 1922. Licensed in California in 1922. Dr. Gustafson 
was a member of the Merced County Medical Society, the 
California Medical Association, and the American Medical 
Association. 


+ 


Haser, WituiaM J. Died in San Francisco, June 24, 1952, 
aged 75. Graduate of Columbia University College of Physi- 
cians and Surgeons, New York, 1903. Licensed in California 
in 1906. Dr. Haber was a retired member of the San Fran- 
cisco Medical Society, and the California Medical Asso- 
ciation. 


+ 


Purpy, Rota C, Died in Los Angeles, May 26, 1952, aged 
68. Graduate of Chicago College of Medicine and Surgery, 
Illinois, 1908. Licensed in California in 1924. Dr. Purdy 
was a member of the Los Angeles County Medical Associa- 
tion, the California Medical Association, and the American 
Medical Association. 


+ 


Quinn, THomas D’Arcy. Died in San Francisco, June 
4, 1952, aged 77. Graduate of the University of California 
Medical School, Berkeley-San Francisco, 1902. Licensed in 
California in 1903. Dr. Quinn was a member of the San 
Francisco Medical Society, the California Medical Associa- 
tion, and the American Medical Association. 


% 


Rosison, Lyman H. Died in Sherman Oaks, June 15, 
1952, aged 68, of coronary artery disease. Graduate of Rush 
Medical College, Chicago, 1912. Licensed in California in 
1925. Dr. Robison was a member of the Los Angeles County 
Medical Society, the California Medical Association, and 
the American Medical Association. 


+ 


TILLMAN, Cart-GustaF D. Died by drowning in Tomales 
Bay, June 1, 1952, aged 42. Graduate of Stanford Univer- 
sity School of Medicine, Stanford University-San Francisco, 
1938. Licensed in California in 1938. Dr. Tillman was a 
member of the Alameda-Contra Costa Medical Association, 
the California Medical Association, and the American Med- 
ical Association. 
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CALIFORNIA MEDICAL ASSOCIATION 
Annual Meeting 


LOS ANGELES 
May 24-27, 1953 


Papers for Presentation 


If you have a paper that you 
would like to have considered for 
presentation, it should be submitted 
to the appropriate section secretary 
(see list on this page) not later than 
November 15, 1952. 


Scientific Exhibits 


The space available for scientific 
exhibits is limited. If you would like 
to apply for space, please write 
immediately to the office of the 
California Medical Association, 
450 Sutter Street, San Francisco 8, 
for application forms. To be given 
consideration by the Committee on 
Scientific Work, the forms, com- 
pletely filled out, must be in the of- 
fice of the California Medical As- 
sociation not later than December 
|, 1952. (No exhibit shown in 1952, 
and no individual who had an exhibit 
at the 1952 session, will be eligible 
until 1954.) 


SCIENTIFIC PAPERS... 





... SCIENTIFIC EXHIBITS 
PLANNING MAKES PERFECT 


AN EARLY START HELPS 
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SECRETARIES OF SCIENTIFIC SECTIONS 





Allergy ose Norman Shure 
6317 Wilshire Boulevard, Los Angeles 48 
Anesthesiology . Joseph H. Failing 


475 Buena Vista Street, San Marino 9 


Dermatology and Syphilology Frances Keddie 


300 Homer Avenue, Palo Alto 


Eye, Ear, Nose and Throat— 


Be isl Gi ee ee eae 
1930 Wilshire Boulevard, Los Angeles 5 


ENT ... . . . Francis A. Sooy (Asst. Sec.) 
490 Post Street, San Francisco 2 


General Medicine . William D. Evans 
10655 Riverside Drive, North Hollywood 


General Practice A. Bradford Carson 
1515 Fruitvale Avenue, Oakland | 


General Surgery . Arthur C. Pattison 
960 East Green Street, Pasadena 


Industrial Medicine and Surgery . Dan Kilroy (Asst. Sec.) 
3300 Third Avenue, Sacramento 


Obstetrics and Gynecology . Harold K. Marshall 
229 North Central Avenue, Glendale 3 


Pathology and Bacteriology A. R. Camero 
679 South Westlake Avenue, Los Angeles 5 


Clement J. Molony 


Pediatrics . ; 
416 North Bedford Drive, Beverly Hills 


Psychiatry and Neurology A. E. Bennett 


2000 Dwight Way, Berkeley 4 


Public Health Charles E. Smith 
U. C. School of Public Health, Berkeley 4 





Calvin L. Stewart 
2330 First Avenue, San Diego | 


Radiology 


Urology . James A. May 


200! Fourth Avenue, San Diego | 













Q@. & A. on €.P.S. 


Question: Why is the documentary film, “The Doctor’s 
Plan,” available for presentation to hospitals, county med- 
ical societies, and C.P.S. physician staffs, important to 
these groups? 

Answer: This worthwhile 30-minute movie, de- 
signed especially for a better understanding between 
C.P.S. doctors and their health plan, shows much 
of the daily routine in Blue Shield functions, as well 
as answers vital questions pertinent to these vari- 
ous professional staffs. Subject matter includes data 
on the processing and paying of claims; varied 
duties of the Physician Relations Department; steps 
showing the actual enrollment of a C.P.S. bene- 
ficiary member; the compiling of statistical infor- 
mation, and a full explanation of numerous contract 
benefits, as explained by C.P.S. field representatives 
to individuals contemplating membership in the 


Blue Shield Plan. 


Please keep in mind the fact that this instructive 
film will be available to various physician and hos- 
pital staffs during the early part of September. Any 
group interested in having this movie shown may 
contact the Physician Relations Department of 


either the Los Angeles or San Francisco office of 
C.P.S.-Blue Shield. 


Question: What additional benefits are now being given 
to members who hold Medical-Care-While-Hospitalized 
coverage, as a result of the recent contract changes? 

Answer: Prior to the time when this important 
benefit was increased, all C.P.S. members had to 
pay for the first two visits of their doctor to the 
hospital. Now, benefits for this coverage have been 
extended to pay for the doctor’s first visit to the 
hospital where the C.P.S. member is a registered 
bed-patient. It is to be stressed, however, that this 
coverage does not apply to diagnostic or medical 
observation as such. 


Question: Some of my patients have asked me why they 
receive less coverage and benefits, after leaving a group 
plan, and become enrolled in the Direct Payment Plan. 
Would you explain in more detail, please? 


Answer : C.P.S.-Blue Shield has extended the extra 
privilege to members who have left a group to join 
the Direct Payment Plan. The benefits under this 
contract grant a person life membership in a plan 
providing the most essential protection against criti- 
cal injuries or illnesses. However, the wider spread 
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of risk in a group, giving each individual member 
“more protection at less cost,” cannot necessarily 
apply to a contract such as Direct Payment. There- 
fore, it means in effect, that dues payments must be 
adjusted proportionately higher for this individual 
coverage. An additional reason affecting the dues 
structure for C.P.S. members is the consequence 
of the inflationary spiral on hospital and _profes- 
sional costs in general during more recent years. 


Question: A doctor’s secretary asks, “Is it necessary for 
us to show the age of a member on C.P.S. billing form 


No. 9?” 

Answer: It is requested that the age be placed 
on Form No. 9 in order that accurate identification 
of the member may be made. This is essential when 
two members of the same family have identical 
names. For example, in the C.P.S. fee schedule, 
there are two fees listed for tonsillectomies and 
adenoidectomies. The fee paid depends on whether 
the C.P.S. member is over or under the age of 15. 
Also, it is important to remember that a beneficiary 
member and dependents may receive different 
benefits. 


Question: How often should I send my bills for most 
efficient payment? 

Answer: You should bill C.P.S. monthly whether 
a case is completed or not, in order to expedite 
payment. Your statements should reach the C.P.S. 
billing department by the 15th of each month. 


Question: How much postoperative care is available on 
the recent liberalization of the surgical contract? 

Answer: Surgical contract benefits now provide 
postoperative care, for as long as necessary, if mem- 
bership is continued in good standing. It should be 
noted that C.P.S. defines postoperative care con- 
tractually as care directly related to the operative 
wound and such complications as are directly re- 
lated by pathology and treatment to the operation 
itself. This does not include a condition stimulated 
by an operation, such as mental conditions, anemia, 
glandular deficiency, or general debility. Also not 
included are services primarily for rest cure, medi- 
cal observation, diagnostic examinations, convales- 
cence and rehabilitation following surgery. 


Question: A doctor treating several veterans under the 
“Veterans Home Town Care Program,” asks, “How can I 
be reimbursed for medication used during routine office 


calls?” 

Answer: The cost of inexpensive drugs is con- 
sidered to be included in the fee for the routine 
office visit. However, these or expensive drugs may 
be obtained by the veteran on your written pre- 
scription in the same manner as those medications 
prescribed for the veteran’s home use. 
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NEWS & NOTES 


NATIONAL + STATE - COUNTY 








ALAMEDA 


Dr. Wendell Stanley, director of the Virus and Bio- 
chemistry Laboratory, University of California, Berkeley, 
recently was appointed to a four-year term on the National 
Cancer Advisory Council for the National Cancer Institute. 


BUTTE 


Dr. Richard C. Murphy, formerly assistant health offi- 
cer for the San Joaquin Local Health District, was ap- 
pointed health officer of Butte County, effective August 1. 
Dr. Murphy takes the place of Dr. John Philp who re- 
cently resigned the post to become assistant chief of the 
division of local health service of the California State 
Department of Public Health. 


LOS ANGELES 


Dr. J. M. Furstman, head of the Santa Monica dis- 
trict office of the Los Angeles County Health Department 
for the past five years, retired last month after 45 years 
of service in public health. 


* * * 





Dr. W. Henry Atkinson of Los Angeles was elected 
president of the California Medical, Dental and Phar- 
maceutical Association at the recent annual meeting of 
the organization in Oakland. Helen Guenveur, D.D.S., of 
Berkeley, was elected president-elect, Dr. Daniel Collins, 
San Francisco, vice-president; E. P. Giddings, Ph.C.M.S., 
Los Angeles, secretary; Dr. Joel Lewis, Berkeley, assistant 
secretary; and Dr. Clay Wilson, Berkeley, treasurer. 


SANTA CLARA 


Appointment of Dr. John M. Chatton, director of the 
out-patient clinic of the University of California Hospital 
in San Francisco, as Santa Clara County director of med- 
ical institutions was announced recently by Howard W. 
Campen, acting executive of the county. Dr. Chatton suc- 
ceeded Dr. Henry E. Dahleen, who retired. 

A special committee of the Santa Clara County Medical 
Society assisted in the selection of Dr. Chatton for the post. 


* 





* * 





After 42 years of separate existence the Palo Alto Health 
Department last month became a division of the Santa 
Clara County Health Department. Simultaneously the 
retirement of Louis Olsen who had been the city health 
officer for 39 years, and who approved the new arrange- 
ment, was announced. 

Under the new set-up Dr. Lydia Verborg, who for some 
time has supervised well-child conferences in Palo Alto, 
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was appointed medical officer in charge of the Palo Alto 
office of the County Health Department. 

Dr. W. Elwyn Turner, county director of public health, 
said employees of the former Palo Alto Health Depart- 
ment would remain in their jobs as county employees. 


SUTTER 

Dr. Frank J. Dulian of Orange County has been 
appointed director of Sutter County Hospital to take the 
place of Dr. Stewart C. Loeb who resigned last month. 


GENERAL 


Grants totalling $23,730 for 1952-53 to aid six research 
projects in three California institutions were announced 
recently by the American Heart Association. Included in a 
total of 72 projects for which grants of $361,522 were 
approved, the California investigations supported were 
listed as follows: University of California, Berkeley, two 
awards for research by David M. Greenberg, one of $5,250 
for study of protein metabolism and its relation to high 
blood pressure and hardening of the arteries, and one of 
$525 for research on the relation of certain hormones to 
diseases of the heart and blood vessels; University of Cali- 
fornia, San Francisco, $3,675 for a study, by Isidore S. Edel- 
man, of water distribution in patients with edema; Insti- 
tute for Medical Research, Los Angeles, $3,780 for investi- 
gation, by Harry Goldblatt, of capillary circulation in 
renal hypertension produced experimentally in dogs; 
Mount Zion Hospital, San Francisco, two awards, one of. 
$6,300 for study of the metabolism of cholesterol by Meyer 
Friedman, and the other, $4,200, for investigation by Ray 
H. Rosenman,.of the role of potassium in maintenance of 
blood pressure and in changes in blood vessels in pres- 
ence of normal or high blood pressure. 










* * * 


Grants to aid two cancer control projects in Cali- 
fornia were awarded last month by the National Cancer 
Institute; $4,979 to Los Angeles County Hospital for devel- 
opment, by Dr. E. M. Butt, of a registry and library of 
tumor specimens for use by pathologists and other physi- 
cians; and $26,500 to the University of California School 
of Medicine, San Francisco, for a study by Dr. Robert S. 
Stone to evaluate teaching, with regard to cancer, in 


medical schools. 
o< * * 


The 17th annual assembly of the United States and 
Canadian chapters of the International College of Sur- 
geons will be held in Chicago, September 2-5. 

The Right Hon. Lord Thomas Horder, M.D., chairman 
of the Fellowship for Freedom in Medicine and member of 
the Council of the British Medical Association, will be the 
speaker at the convocation, to be held September 5, at 
which some 700 new fellows will be received into the col- 
lege. His subject will be “Freedom in Medicine.” 


* #* * 


A series of articles on the medical aspects of civil 
defense, previously printed in the Journal of the Ameri- 
can Medical Association under the sponsorship of the 
Council on National Emergency Medical Service, has been 
reproduced in booklet form. The booklets are available at 
25 cents for a single copy and at 20 cents a copy for 
orders of 100 or more. 
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POSTGRADUATE EDUCATION NOTICES 


UNIVERSITY OF CALIFORNIA SCHOOL OF 
MEDICINE 

Psychiatry and Neurology—The Langley Porter 
Clinic. 

Date: August 25 through October 31, 1952, ten 
weeks, full time. 

Fee: Fee for the course is $200. 

The course is particularly designed to prepare psy- 
chiatrists and neurologists for taking the examina- 
tions of the American Board of Psychiatry and 
Neurology. 

Conference on General Surgery—Toland Hall, 
University of California Hospital. 


Date: September 8 through 12, 1952. 

Fee: $75.00. 

This course is offered for the purpose of stressing 
the newer concepts, methods of diagnosis, treat- 
ment, and techniques in surgery. Instruction will 
consist of didactic periods, panel discussions and 
actual Operative Demonstrations. Class limited 
to 50. 


Ophthalmology—Toland Hall, University of Cali- 
fornia Hospital. 

Date: September 15 through 20, 1952. 

Fee: $75.00. 

This is a course for specialists. Group instruction 
with demonstration of patients will be given twice 
daily. 

Chairman: Frederick C. Cordes, M.D. 

Contact: Stacy R. Mettier, M.D., Head Postgrad- 
uate Instruction, Medical Extension, University of 
California Medical Center, San Francisco 22. 


STANFORD UNIVERSITY SCHOOL OF 
MEDICINE 

Postgraduate Courses for Practicing Physicians 
Date: September 15-19, 1952. 


All-Day Courses: Internal Medicine and Therapeu- 
tics; General Surgery and Surgical Anatomy; Car- 
diology. 


Morning Courses: General Medicine; Fractures and 
Trauma to Soft Tissues; Obstetrics and Gynecol- 
ogy; Dermatology. 


Afternoon Courses: Proctology; Pediatrics; Psy- 
chiatry; Arthritis and Rheumatic Diseases. 


Fee: $75.00 for the combination of morning and 
afternoon course, or the all-day course (not cov- 
ered by veterans’ educational benefits). 


Registration limited: Each physician may register 
for one morning and one afternoon course or one 
all-day course. 


Contact: Dean, Stanford University School of Medi- 
cine, 2398 Sacramento Street, San Francisco 15, 
California. 


UNIVERSITY OF SOUTHERN CALIFORNIA 


SCHOOL OF MEDICINE 


Internal Medicine—Course 830—Los Angeles 


County Hospital. 


Date: September 15, 1952 through June 1, 1953, 
full time. 


Fee: Fee for the course is $750. Mail check to Uni- 
versity of Southern California, School of Medicine, 
Department of Internal Medicine, Box 158, 1200 
North State Street, Los Angeles 33. Course limited 
to eight students; applications will be accepted 
until July 15, 1952. 


Intensive Review of Internal Medicine—Course 


855 


Date: September 15 through September 26, 1952— 
8:30 a.m. to 12:30 p.m., Monday through Friday. 


Fee: $50.00; applications accepted until August 1, 
1952. 

This course is offered for students preparing to take 
examination for the American Board of Internal 
Medicine. : 

Contact: Gordon E. Goodhart, M.D., Director 
Medical Extension Education, University of South- 
ern California, 1200 North State Street, Los An- 
geles 33. 
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YS THE PHYSICIAN'S Bookshelf 


BONE TUMORS. Louis Lichtenstein, M.D., Senior Path- 
ologist, General Medical and Surgical Hospital, Veterans 
Administration Center, Los Angeles. The C. V. Mosby 
Company, St. Louis, 1952. 315 pages, 155 illustrations, 
$10.50. 


The subject of bone tumors is one of endless interest to 
orthopedists, radiologists, surgeons and philologists. The 
present work should whet the appetence of all four groups. 
Following chapters dealing with the roentgenographic in- 
terpretation of skeletal lesions, and the author’s classifica- 
tion of primary tumors of bone, there are twenty chapters 
dealing with the various benign, semi-benign and malignant 
lesions. The author’s viewpoints are put forward with clar- 
ity anc forcefulness, many being in conflict with traditional 
conceptions. Each chapter is followed by a bibliography. 
The final chapter deals with metastatic carcinoma involving 
the bony skeleton; there is an appendix on some non-neo- 
plastic lesions of bone which may be mistaken for tumors. 

The book is written by a pathologist and therefore deals 
extensively with the gross and microscopic appearance of 
bone tumors. The importance of careful roentgenographic 
examination is admitted, but the degree of reliance appar- 
ently placed by the author upon roentgen interpretation 
would suggest that he was exposed to less than adequate 
amounts of radiological consultation in his earlier years. 
The quality of some of the roentgenographic reproductions 
also suggests a lack of editorial review by a modern radi- 
ologist. 

The author does not agree with the generally accepted 
concept that in many cases a highly probably diagnosis can 
be reached by adequate consideration of the clinical, lab- 
oratory and radiologic findings. He would always supple- 
ment such with biopsy, if necessary needle aspiration biopsy, 
despite the acknowledged limitation of same. Throughout 
the book he refers in many places to “overdiagnosis” by 
pathologists of benign bone lesions. This would suggest 
that the criteria for pathologic deduction are not quite as 
precise as he believes. 

The terminology used for many lesions is original with 
the author or with him and Dr. H, L. Jaffe. Whether it is 
concurred in by a majority of pathologists is not known, 
but it is somewhat entertaining to read that he “abjures 
such confusing combination names as chondromyxosarcoma” 
but willingly endures such terms as “benign chondroblas- 
toma of bone” (based on- fifteen cases) and “chondromyx- 
oid fibroma of bone” (based on twelve cases). 

In subsequent editions one would like to suggest that the 
author complete the second paragraph on page 15. That is, 
he dislikes (as does your reviewer) the unprecise term 
“cyst,” but he does not suggest an alternate. He does not 
indicate the results of therapeutic recommendations which 
he offers. (For example, the hemangio-endothelioma illus- 
trated in figure 60.) 

The roentgenographic illustrations in figures 3, 5, 21 and 
some others would bear remaking, with less contrast. The 
legend to figure 27 indicates that the author believes the 
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roentgen findings are “characteristic” to a certain extent; 
this observation is based on only about twelve cases and is, 
I believe, too sweeping. Figure 71A should be remade, and 
71B reversed. 

The statement that approximately 15 per cent of cases of 
Paget’s disease may develop sarcoma is in conflict with the 
experience of many; we would place the estimate closer to 
1 per cent. Since Paget’s disease is relatively common, this 
point should be reviewed. 

In summary, we would wish that the author were more 
constantly influenced by part of his own legend to figure 
18, a solitary enchondroma, which reads “From the roentgen 
picture alone, it is hardly possible to venture the correct 
diagnosis with any assurance” . . . His comments on the 
attitude of competent pathologists to the identity of reticu- 
lum cell sarcoma of bone, Ewing’s tumor, and certain other 
entities indicates that a similar comment applies to the 
“histopathologic findings alone.” In other words, this re- 
viewer suggests that the correct diagnosis of bone tumors 
requires the alert cooperation of the attending physician, 
the radiologist and the pathologist, and that all should act 
as joint clinicians in this important work. 


* * * 


MEDICAL DISORDERS OF THE LOCOMOTOR SYS- 
TEM—Including the Rheumatic Diseases—Second Edition. 
Ernest Fletcher, M.A., M.D. (Cantab.), M.R.C.P.,, Physi- 
cian-in-Charge of the Department of Rheumatism and 
Lecturer on the Rheumatic Diseases, Royal Free Hospital. 
The Williams and Wilkins Company, Baltimore, 1952. 883 
pages, $11.00. 


This huge book presents a vast amount of information. 
Subjects considered in detail run the gamut from rheuma- 
toid and osteoarthritis to peripheral vascular disorders and 
the psychiatric aspects of disturbances of the locomotor 
system. Physiological and anatomical information pertinent 
to the subject is included. The author’s point of view in 
regard to the pathogenesis of the common nonsuppurative 
arthritides is not in full accord with most current thought 
and is obscurely stated. Too much attention is devoted to 
focal infection. 

Almost every agent and technique ever used in the treat- 
ment of rheumatoid arthritis is described, often uncritically. 
Nowhere is there a satisfactory summary of procedure em- 
phasizing the few useful tools. The consideration of adreno- 
cortical hormone therapy is completely inadequate, reflect- 
ing the author’s limited experience with these agents. 

Many specific criticisms might be made of this book. The 
most serious to this reviewer are that too much material is 
included, the organization is confusing, and the presentation 
is diffuse. It would be improbable that a practitioner could, 
with this book as a guide, plan a satisfactory investigation 
of, and therapeutic program for, a patient with a disease 
of the locomotor system unless he had had very substantial 
prior experience with the problem. With such experience, 
he would probably have other sources available which he 
would wish to consult. 
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PEPTIC ULCER—Clinical Aspects, Diagnosis, Manage- 
ment, Editor, David J. Sandweiss, M.D., Associate At- 
tending Physician, Division of Internal Medicine, Harper 
Hospital, Detroit, Mich. W. B. Saunders Company, Phila- 
delphia, 1951. 790 pages, 164 figures. $15.00. 


This book has been assembled by a board of editors rep- 
resenting the American Gastroenterological Association. 
Seventy-seven specialists have contributed to produce a 
comprehensive and yet comparatively concise handbook on 
peptic ulcer. 


Some 64 chapters make up the eight main sections which 
include: (1) Anatomy and Physiology of the Upper Gastro- 
intestinal Tract. (2) Pathogenesis and Etiology of Peptic 
Ulcer. (3) Diagnosis and Differential Diagnosis of Uncom- 
plicated Gastroduodenal Ulcer. (4) Medical Treatment of 
Uncomplicated Gastroduodenal Ulcer. (5) Surgical Treat- 
ment of Gastroduodenal Ulcer. (6) Peptic Ulcer of the 
Young and Aged. (7) Peptic Ulcer Other than Gastro- 
duodenal Ulcer. (8) Complications of Gastroduodenal Ulcer. 


Although all phases of peptic ulcer are considered the 
greatest emphasis is given the clinical aspect, with particu- 
lar accent on treatment. Various facets of this problem are 
discussed in detail and with due care. 

The foreword states that the Governing Board of the 
American Gastroentological Association “thought that a 
crystallization of current ideas on diagnosis and manage- 
ment was greatly needed by the medical profession—gastro- 
enterologists and surgeons, as well as roentgenologists, in- 
ternists and general practitioners . . . (and) should serve 
a highly useful purpose.” 


The reviewer agrees. The editor and his staff have suc- 
ceeded admirably in their efforts. And students of peptic 
ulcer for years to come may well consider this volume a 
landmark for orientation about the disease as well as an 
excellent reference. 

* * & 


TEXTBOOK OF MEDICINE, A. Edited by E. Noble 
Chamberlain, M.D., M.Sc., F.R.C.P., Senior Lecturer in 
Medicine, University of Liverpool. 266 illustrations. The 
Williams and Wilkins Company, Baltimore, 1951. 962 
pages. $10.00. 


The advent of a new one-volume textbook of medicine to 
the already well-stocked shelves of the library calls for an 
explanation of its need and purpose. The editor writes: 
“The contributors to this book are disturbed by the increas- 
ing factual knowledge which is expected of the medical stu- 
dent in his final examinations. The student is not commonly 
in a position to judge of the relative importance of the 
various facets of this knowledge, and the writers have 
endeavored to make some selection for him.” 


The results of their labors have produced a volume re- 
freshingly modest in size and interestingly written. Brevity, 
unfortunately, is too often pursued to its limit, which results 
in uninformative generalities and, at times, inaccuracy in 
even some of the commoner diseases. The illustrations are 
uniformly excellent and well used. 

As is the case with a number of other current English 
texts, the local reader will be surprised at the frequency 
with which sulfathiazole is recommended as the treatment 
of choice in various infections; and at the preference for 
the arsenic-bismuth-iodine treatment of syphilis. 

The reviewer fears that the American medical public will 
get too little from this book: It contains insufficient infor- 
mation and discussion for the practitioner to employ it as a 
reference. It may be of possible use to an instructor giving 
an elementary course (especially because of the use of the 
illustrations). But our third and fourth year students and 
interns would be made most unhappy if they had to fall 
back on such a volume for their textbook of medicine. 
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SURGICAL GYNECOLOGY—iIncluding Important Ob- 
stetric Operations. J. P. Greenhill, M.D., Professor of 
Gynecology, Cook County Graduate School of Medicine. 
The Year Book Publishers, Inc., 1952. 350 pages. $8.50. 


Greenhill says in the introduction to his book that it was 
prepared for young gynecologists, general surgeons and gen- 
eral practitioners who perform operations and that he has 
tried to show, in as simple a way as possible, how to carry 
out “nearly all” the gynecologic operations which are being 
done today. Evidently, this is wishful thinking and the 
direct antithesis to sound training principles. Yet further 
on he says that regardless of how skilful a man’s surgical 
technique might be, this does not qualify him as a gyneco- 
logic surgeon. One may wonder, therefore, why Greenhill 
ever undertook to bring out a book which has little more 
merit than being an oversimplified. picture book of equally 
oversimplified surgical procedures. He calls it a handbook 
but he fails to discuss what by most surgeons is considered 
the principal guide to performing operations and that is the 
reason for performing them. Some sixty pages are devoted 
to pre- and postoperative care. This, in substance, again is 
an oversimplification of the standard procedures to be 
found in any good textbook on general surgery. The illus- 
trated portion of the book presents gynecologic and allied 
operative procedures again in an oversimple manner in the 
form of line drawings, including a number of obsolete pro- 
cedures, albeit the drawings in general will appear clear to 
the experienced surgeon or gynecologist. Your reviewer 
credits the author with good intentions but he is not so 
certain that the result merits praise. It certainly is not a 
guide to be used by the inexperienced in the hope that one 
look at these oversimplified line drawings is sufficient to 
entitle him to undertake what may prove a difficult and 
complicated surgical operation. The experienced operator 
hardly will want to spend eight and a half dollars on a 
book which in no way can measure up to sound surgical 
texts which cost little more. 


* Ea * 


FOUNDATIONS OF NEUROPSYCHIATRY—Fifth Edi- 
tion. Stanley Cobb, A.B., M.D., Bullard Professor of 
Neuropathology, Harvard Medical School. The Williams 
and Wilkins Company, Baltimore, 1952. 287 pages, $3.00. 


This is the fifth revised and enlarged edition of what was 
first known as “A Preface to Nervous Disease.” The present 
volume as compared with the fourth edition, written in 1948, 
is much larger. Starting with Chapter 1, which is entirely 
new, the author tell us that every chapter, with the excep- 
tion of Chapter 8 on “Cerebral Spinal Fluid,” has had con- 
siderable revision or has been completely rewritten. 

Although in general the term “neuropsychiatry” is being 
done away with, Cobb still clings to it and insists that the 
brain is the organ of mind, that psychology is the study of 
the mind, and psychiatry the study of the abnormal mind. 
He feels that a knowledge of neurology and neuropathology 
is basic to a study of psychiatry. 

Most of the material in the book is neuroanatomy and 
neurophysiology. There are two chapters on neuropathology, 
one on epilepsy, and the two last, Chapters 13 and 14, are 
“Psychological Concepts in Medicine” and “Psychopatho- 
logical Reactions.” It will thus be seen that the book is 
principally devoted to what the author calls “the simpler 
workings of the Central Nervous System,” and he adds “In 
truth, little more than these simple mechanisms is thor- 
oughly understood and even some of these are still contro- 
versial.” 

The book accomplishes the author’s purpose of stating 
some of this basic neurological material in a simple, lucid 
and correct manner. It can be recommended without reser- 
vation for the purpose for which it is designed. 
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EAR, NOSE AND THROAT DISEASES FOR THE 
GENERAL PRACTITIONER. William McKenzie, M.B., 
B. Chir. (Cantab.), F.R.C.S.. (Eng.), Surgeon, Royal Na- 
tional Throat, Nose and Ear Hospital. E. and S. Living- 
ston, Ltd. (Distributed through Williams and Wilkins Co., 
Baltimore), 1952. 136 pages, $2.00. 


This small volume was obviously written for the English 
physician and most of us in the United States will find it 
disappointing. The author planned to make the descriptions 
in the book dependent on the use of the tongue blade only. 
Discussions are sketchy and incomplete. The recommenda- 
tions for treatment seem to lack therapeutic aggressiveness. 
For example he recommends a week in bed as the treatment 
for tonsillitis, stating that the disease is self-limited. One of 
the best sections of the book is that on indications for ton- 
sillectomy in childhood; it is excellent. There are many 
practical suggestions tucked away here and there, but they 
are too widely separated to justify recommending this book 
for the physician’s reading. The sections on diseases of the 
ear, nose, and throat in the current textbooks of minor sur- 
gery or the “Specialties in General Practice” are much 
superior in their treatment of this field. This book cannot 
be recommended. 


* * * 


DEVELOPMENTAL DISORDERS OF MENTATION 
AND CEREBRAL PALSIES. Clemens A. Benda, M.D., 
Director of Research and Clinical Psychiatry, Walter E. 
Fernald State School, Waverley, Mass.; Instructor in 
Neuropathology, Harvard Medical School. Grune & Strat- 
ton, New York, 1952. 565 pages, 103 illustrations, $12.75. 


This is a very important book, more so even for the pedia- 
trician than for the neurologist and psychiatrist. The author, 
well grounded both in organic neurology and in psychiatry, 
is well equipped to bring together in one volume a very 
complete consideration of all of the disorders of develop- 
ment and accidents of birth. The book is divided into five 
parts: Antenatal developmental disorders, cerebral palsies, 
metabolic disorders and degenerative diseases, total person- 
ality disorders, and principles of treatment. The illustra- 
tions are well chosen to illuminate the text, which is clear 
and concise. It is the author’s plea that more attention be 
paid to these disorders, with a resulting more intelligent 
handling of the children that he prefers to term “excep- 
tional.” His breadth of viewpoint is refreshing, and a peru- 
sal of his book will benefit not only the specialists who treat 
such patients, but the general physician, who is the first 
called upon by the parents for counsel and guidance. 


* * * 


CARDIAC EMERGENCIES AND HEART FAILURE. 
Arthur M. Master, M.D., Cardiologist, Mount Sinai Hospi- 
tal, New York; Marvin Moser, M.D., ist Lt. USAF (MC), 
Walter Reed Army Hospital, Washington, D. C.; and 
Harry L. Jaffe, M.D., Adjunct Physician, Cardiology, 
Mount Sinai Hospital, New York. Lea & Febiger, Phila- 
delphia, Pa., 1952. 159 pages, 13 illustrations, $3.00. 


This small book fulfills the need of a concise assembly 
of the measures used in treating cardiovascular emergencies 
and congestive heart failure and should occupy a place in 
the practicing physician’s handbag. 

The tabulation of drugs that should be available in that 
handbag is a unique and valuable introduction to the text. 
Short diagnostic sections and physiologic discussions are 
incorporated in some chapters and the frequent brief case 
histories illustrate effectively the management of specific 
problems. The treatment of cardiac arrhythmias and con- 
gestive heart failure is well presented and exceptionally 
thorough. Such accepted current drugs and procedures as 
pronestyl and positive pressure oxygen masks are carefully 
appraised as to indication and application. 


The authors’ opinions in the differentiation of myocar- 
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dial infarctions arising from coronary insufficiency and from 
coronary occlusion hardly warrant the space devoted since 
therapy differs little. 

The discussion of the treatment of the acute hypertensive 
crises is not as complete as the reviewer would desire as it 
fails to include comment on some drugs such as hexame- 
thonium or intravenous veratrum alkaloids, nor is vene- 
section mentioned in this chapter. 

The opinions of- certain physicians may occasionally dis- 
agree with those of the authors such as in the treatment of 
shock in myocardial infarction or the technique of applying 
anticoagulant drugs, but the safest and most effective meth- 
ods of therapy have been presented in almost all instances. 

The book is well written and indexed and contains a 
remarkable amount of practical information ingeniously 
compressed. 


* * * 


THE AURICULAR ARRHYTHMIAS. Myron Prinzmetal, 
M.D., Eliot Corday, M.D., Isidor C. Brill, M.D., Robert W. 
Oblath, M.D., and H. E. Kruger. Charles C. Thomas, Pub- 
lisher, Springfield, Ill., 1952. 387 pages, $16.50. 


This excellent monograph presents in detail the authors’ 
experimental and clinical investigation of the auricular 
ectopic rhythms, Their methods of investigation which uti- 
lize the electrocardiograph, the cathode oscillograph, and 
high speed cinematography of the beating auricles have 
produced crucial information which was not previously 
available. 

Convincing evidence of the origin and spread of the im- 
pulse in auricular tachycardia, flutter and fibrillation is 
presented and documented by remarkably clear illustrative 
material. The circus movement theory of auricular flutter 
and fibrillation is clearly disproven to the authors’ and re- 
viewer's satisfaction, and flutter is demonstrated to be a 
variant of auricular tachycardia. The chapter on pharma- 
cology and treatment are excellent and incorporate the 
authors’ views of the mode of action of digitalis and quini- 
dine in the arrhythmias. 

The format, print and paper are of unusual excellence 
and the illustrations show remarkable effort of both auth- 
ors and publisher for clarity of reproduction. 

This book can be highly recommended for medical stu- 
dents and practitioners who are interested in heart disease. 
It will be an essential addition to the libraries of cardi- 
ologists, physiologists and electrocardiographic laboratories. 


* * * 


VIRUS AND RICKETTSIAL DISEASES. S. P. Bedson, 
M.D., F.R.C.P., F.R.S., Professor of Bacteriology, London 
Hospital; A. W. Downie, D.Sc., M.D., Professor of Biology, 
University of Liverpool; F. O. MacCallum, B.Sc., M.D., 
Director Virus Laboratory, Central Public Health Labora- 
tory; C. H. Stuart-Harris, M.D., F.R.C.P., Professor of 
Medicine, University of Sheffield. The Williams and Wil- 
kins Company, Baltimore, 1950. 383 pages. $5.50. 


The viruses have received increasing attention from text- 
book writers in the last five years. The excellent book edited 
by Rivers, and the monumental “Virus Diseases of Man” by 
van Rooyen and Rhodes, have filled a much needed space 
on the shelves of specialists and investigators. Now a group 
of English authors headed by S. P. Bedson have written a 
most suitable text for medical students and physicians in 
general. Brief but complete, readable and accurate, it sup- 
plies just the sort of information and interpretations which 
are required in the day to day consideration of the clinical 
problems of virus infection in man. 

Ample bibliographies, critically selected, are supplied. 
This book is highly recommended. It should be required 
reading for every student. Practitioners will be well re- 
warded for the few hours required to read it. 
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ADVANCES IN PEDIATRICS — Vol. 5. Editor, S. Z. 
Levine, Cornell University Medical College. The Year 
Book Publishers, Inc.. Chicago, Ill., 1952. 273 pages, $7.00. 


Volume 5 is the first issue under this title in two years. 
This book comprises six monographs, all supported by very 
extensive bibliographies. The title of the book indicates the 
scope of the bibliographies. 


I. “Advances in the Treatment of Bacterial Meningitis” 
by Hattie E. Alexander of Columbia University emphasizes 
the long known principle of optimal treatment rather than 
minimal, in which section the author explains the develop- 
ment of resistance of the various organisms to the several 
antibiotics and chemotherapeutic agents. The modes of 
action of the available agents are outlined. With proper use 
of the available agents in sufficient dosage there is decidedly 
less need for intrathecal treatment. The author outlines a 
very definite mode of treatment for each type of pyogenic 
meningitis. This section alone makes the volume very valu- 
able for the practitioner. 


II. “The Nephrotic Syndrome in Children,” by Henry L. 
Barnett, Carolyn W. Forman and Henry D. Lauson, New 
York Hospital-Cornell Medical Center. This monograph 
amasses much experimental data and clinical observation 
to explain the definition, etiology, pathology and physiology 
of the syndrome. There is a section devoted to “Experi- 
mental Nephrotic Syndrome.” The authors feel the nephrotic 
syndrome is initially a disease of the kidneys, specifically 
of the glomeruli. A large section is given over to laboratory 
diagnosis and treatment, where the use of ACTH and corti- 
sone is fully explored. Case histories and charts are prom- 
inently displayed. 

III. “The Relations of Vitamin K Deficiency to Hemor- 
rhagic Disease of the Newborn,” by H. Dam, H. Dyggve, 
Hjalmar Larsen and P. Plum of Copenhagen, Denmark. 
The authors show the relationship of vitamin K to the 
coagulation of blood. The physiology of the prothrombin 
variations during infancy is outlined. It is the opinion of 
the authors that hemorrhage of the newborn due to hypo- 
prothrombinemia can be prevented by the administration of 
vitamin K, either to the mother and the child or to both. 
Charts and tables are numerous. 


IV. “Iron Metabolism in Infants and Children,” by Carl 
H. Smith, Irving Schulman and John E. Morgenthau, New 
York-Cornell Medical Center. Largely through the use of 
isotopes many studies have been made dealing with absorp- 
tion, transport and storage of iron in various physiological 
and pathological states. The authors define “serum iron,” 
“latent iron combining capacity,” “total iron binding capac- 
ity” and “percentage saturation.” The presence in human 
plasma of a metal-combining component is established and 
that serum is transported only when bound to this specific 
protein. The distribution of the various phases of the iron 
in the body, together with the absorption, transportation, 
utilization, storage and excretion is established. Iron metab- 
olism in the newborn is discussed as well as transplacental 
transfer. Normal values of the various phases of iron metab- 
olism for infants and children are stated. Iron deficiency is 
not necessarily associated with hemoglobin percentage. 
Infection and hemolytic disorders are discussed. 


V. “Angiocardiographic Studies in Children,” by John 
Lind and Carl Wegelius of Stockholm, Sweden. This is a 
detailed listing of the technique and apparatus for studying 
the chambers and the dynamics of the heart without cath- 
eterization, by contrast medium, using roentgenography 
simultaneously in two planes, with electrocardiographic cor- 


relation. There are 22 pages of x-rays, clearly printed, show- 
ing the results of this technique. 


VI. “BCG Vaccination,” by Arvid Wallgren, Stockholm, 
Sweden. This monograph has contributed very little that is 
new. It is another discussion of this method to control tuber- 
culosis. The types of antituberculosis vaccines are discussed. 
The treatise is limited primarily to the BCG vaccine, its 
preparation, methods of administration, complications and 
untoward effects, the duration of immunity, and criteria for 
vaccination. The efficiency of such procedure is limited 
largely to the use of this vaccine in Sweden. A plea for its 
use as a public health measure is made under certain 
conditions geographically existing. 


* * * 


AN ATLAS OF GENERAL AFFECTIONS OF THE 
SKELETON. Sir Thomas Fairbank, D.S.O., O.B.E., M.S., 
Hon. M.Ch. (Orth.), F.R.C.S., Consulting Orthopedic Sur- 
geon and Emeritus Lecturer in Orthopedic Surgery, 
King’s College Hospital. The Williams and Wilkins Com- 
pany, Baltimore, 1951, 411 pages, $10.00. 


This volume presents to the interested physician the 
gleanings of a long and unusually broad experience with 
disorders of bone. Few physicians will be familiar with all 
the conditions touched upon in this book; all will be grate- 
ful for the opportunity to acquaint themselves with a con- 
cise description of an unusual condition when confronted 
by it. Ordinary conditions are dismissed rather briefly; the 
rare or unusual are given more space. The text places 
emphasis upon clinical and radiological features. Pertinent 
aspects of pathology are discussed, but the physiology, bio- 
chemistry, and therapy of skeletal disorders are not consid- 
ered in this volume. An introduction includes tabular pre- 
sentations of the levels of calcium, phosphorus, and alkaline 
phosphatase found in the blood in various conditions, a 
simplified classification of the types of dwarfism, an enum- 
eration of conditions characterized by increased radiopacity 
of bone, and a list of the causes of collapse or fracture of 
bones. 


The terminology used to describe the various demineraliz- 
ing diseases of bone will not be acceptable to all patholo- 
gists or endocrinologists; thus, the precise term “osteo- 
porosis” is used loosely to describe the roentgen appearance 
of the bone in hyperparathyroid bone disease. Some of the 
x-ray films used as illustrations are either very old or are 
poorly reproduced. Since the book covers so wide a range 
of disorders, some probably seen and photographed many 
years ago, it cannot be expected to demonstrate all condi- 
tions with films taken with modern technique. 

This book is a “must” for any physician, orthopedist, 
pediatrician, or roentgenologist who wishes to become an 
authority on skeletal disorders. It will not supplant more 
general texts, but will admirably supplement them. 


* & * 


A SYNOPSIS OF OPHTHALMOLOGY. J. L. C. Martin- 
Doyle, M.R.C.S. (Eng.), L.R.C.P. (Lond.), D.O. (Oxon.), 
Surgeon, Worcester City and County Eye Hospital; Con- 
sultant Ophthalmologist to the Ministry of Pensions and 
Ministry of National Insurance. The Williams and Wilkins 
Company, Baltimore, 1951. 238 pages, $4.50. 


The title describes the book and the preface states it is 
designed for medical students, graduate students and busy 
general practitioners. There are 26 chapters and 238 pages. 
In this pocket-size edition a large amount of material has 
been condensed. The approach has the English concepts on 
ophthalmology and # a very useful book for quick refer- 
ence. 
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